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ABSTRACT 
 Background: Quality improvement (QI) efforts in which providers from various 
health facilities, with support from coaches, work together to implement innovations for 
improving health care are rapidly spreading from high-income settings to resource-poor 
settings. However, limited research exists regarding the factors that drive teams to 
succeed or fail, spread, and sustain best practices. The purpose of this study was to 
understand the factors facilitating or inhibiting the performance of QI teams of maternal 
and child health (MCH) service delivery in resource-poor settings. 
Methods: A qualitative multi-site case study was conducted in northern Ghana to 
determine the views and beliefs of QI teams, coaches, and beneficiaries of Project Fives 
Alive (PFA) about the application of QI to MCH service delivery. Using key informant 
interviews, document review, and group interviews, the study elicited information about: 
1) the factors that affect QI team success and failure when implementing QI methods 
designed to improve MCH service delivery; 2) the interplay of factors that facilitate or 
inhibit the spread of best practices among QI teams in northern Ghana; and 3) steps being 
taken by stakeholders to sustain these best practices. Grounded theory processes were 
 
 
v 
used to identify themes from the data. 
Results: Testing of changes using Plan-Do-Study-Act (PDSA) cycles and 
adoption of a client-centered model to the delivery of services has helped teams to 
identify the felt needs of clients, resulting in perceived increased uptake of MCH 
services. Key contributory factors to successes were: availability and accessibility of 
midwives, training of QI teams, incentive packages for providers and clients, community 
support groups, and PFA partners. Key challenges inhibiting success were: staff turnover, 
inadequate supervision, cultural practices, and inadequate infrastructure. Some of the key 
factors that shaped successes have dissipated, threatening sustainability of QI efforts two 
years after PFA ended. 
 Conclusion: The presence of a midwife, providing leadership for organizing team 
members and implementing PDSA cycles, can facilitate success. Project staff support is 
important, but teams and coaches need space and time to drive the QI process 
independently and practice QI methods in ways that foster continuity beyond donor 
support. 
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1. BACKGROUND 
1.1 Introduction 
Resource-poor settings face major challenges in maternal and child health (MCH) service 
delivery. The use of Quality Improvement (QI) has received global attention in recent 
times as a policy priority and one of the key drivers that has the potential to improve 
health outcomes and greater efficiency in service delivery.
1
 Consequently, the World 
Health Organization has acknowledged the important role of QI in its 2007 Framework 
for Action for health systems strengthening in resource-poor settings.
2
 Proven QI 
methods, especially the collaborative improvement or QI team-based approach, tested in 
high income settings, are rapidly spreading to resource-poor settings.
3–5
  Limited 
evidence exists that the QI team-based approach is making major progress in MCH 
service delivery in resource-poor settings.
4,6
 Raven et al
7
 in 2011, reviewed approaches, 
methodologies, and tools used in quality improvement of maternal and newborn health in 
low-income countries, and suggested that there is little research on QI methods in these 
settings, and a lack of information about the factors that contribute to QI team success 
and failure in the delivery of MCH services.
  
Further, studies that show the effectiveness of QI efforts have largely been 
conducted in single hospital
8,9,10,11
  and primary health center settings,
12,13
 with limited 
evidence that these efforts have been scaled to or well integrated into the health systems 
in these settings. Even in high income settings, where QI efforts have a long history in the 
health system, there is limited understanding of the experiences of individual teams in the 
collaborative process. Studies tend to focus on the performance of the collaboratives as a 
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whole (QI teams within a health system brought together with the aim to close the gap 
between best and current practice, and to contribute to continuous improvement of health 
care through learning and sharing of experiences) as opposed to individual teams.
14,15
 
Thus, further knowledge is needed to identify factors that facilitate or impede successful 
QI programs and characterize best practices.
16,17,18,19
 
This dissertation research used a multiple case study design across Project Fives 
Alive! (PFA) QI teams in Ghana to improve the understanding of the contributions of 
individual teams in MCH service delivery in resource-poor health systems, particularly 
those in sub-Saharan Africa. PFA is a national QI project that is facilitating the 
promotion of MCH by assisting Ghana’s health system to accelerate the achievement of 
Millennium Development Goal (MDG) 4, a 67% reduction in under-five child mortality, 
and MDG 5, a 75% reduction in maternal mortality, by 2015.
20
 Driven by the Bill and 
Melinda Gates Foundation’s (BMGF) funding, the Institute for Healthcare Improvement 
(IHI) representative project director, and project officers, PFA, since inception, is donor-
initiated and heavily reliant on external financial, managerial, and technical assistance to 
test and implement public health best practices in MCH service delivery.  
The PI led a research team to collect data from QI team members, improvement 
advisors and beneficiaries of PFA, using key informant interviews, document review, and 
group interviews,  to determine their views and beliefs about: 1) the factors that affect QI 
team success and failure when implementing QI methods designed to improve MCH 
service delivery; 2) the interplay of factors that contribute to or inhibit the spread of 
improvement of best practices among QI teams in the health system of Ghana; and 3) 
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steps being taken by stakeholders to sustain 
these best practices over time. The evidence 
generated by this study contributes to filling 
an important gap in the knowledge base and 
should be used by decision-makers and 
frontline providers involved in MCH service 
delivery to better inform the design of quality 
improvement programs in Ghana and other 
resource-poor countries.    
 
Maternal and Child Health in Ghana 
According to the 2010 population and housing 
census, Ghana’s total population was estimated at 24.7 million with children under age 
five representing 14% of the total population.
21
 Ghana has ten administrative region, and 
is bordered by the Republic of Togo to the east, the Republic of La Cote D’Ivoire to the 
west, Burkina Faso to the north and the Atlantic Ocean to the south (see map).  
Maternal and childhood mortality rates, including the maternal mortality ratio 
(MMR) and mortality rates of neonates, infants and children under age five are generally 
used as key indicators of a population’s health. The following are details of progress 
made on these indicators in Ghana and the main challenges affecting progress. 
Figure 1: Map of Ghana 
 
 
 
4 
Figure 2: Trend in Under-Five Mortality Rates Ghana 1993–2008 
  
Source: Ghana Demographic and Health Survey 1993–2008 
 
Childhood Mortality Rates: 
Top causes of under-five mortality are easily preventable with existing knowledge and 
technology. These causes include malaria (33%), neonatal conditions (29%) and 
pneumonia (15%).
22
 The neonatal mortality rates in Ghana are 30 deaths per 1000 live 
births, infant mortality rates are 50 deaths per 1000 live births, while those of children 
under age of five are 80 deaths per 1000 live births.
23
 According to the Ghana 
Demographic and Health Survey (GDHS) reports, shown in figure 1, mortality among 
children under age of five has reduced significantly over the past two decades. It declined 
from 119 in 1993 to 80 deaths per 1000 live births in 2008.   At the current rates, the 
2008 GDHS results suggest that Ghana performs better than fellow Anglophone West 
African countries such as Sierra Leone (140) or Nigeria (157).   
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Table 1: Under-five Mortality Data by Region, Ghana 1993, 1998, 2003, 2008 
Region  
Under-five Mortality Rate (Deaths per 1000 
live births) 
 1993 1998 2003 2008 
Western  131.8 109.7 109 65 
Central  128.0 142.1 90 108 
Greater Accra  100.2   62.0 75 50 
Volta  116.4   98.0 113 50 
Eastern    93.2   89.1 95 81 
Ashanti    97.6   78.2 116 80 
Brong Ahanfo   94.6 128.7 91 76 
Northern (NR) 237.0 171.3 154 137 
Upper West (UWR) 187.7 155.6 208 142 
Upper East (UER) 180.1 155.3 79 78 
Total 119.0 107.6 111 80 
Source: GDHS, 1993, 1998, 2003, 2008 
 
Within Ghana, under-five mortality rates vary greatly by region. Although there 
has been a declining trend in all the ten administrative regions since 1993, the decline has 
been marginal in the three northern regions, where this dissertation research was 
conducted. These three regions, representing the poorest parts of Ghana, historically have 
the highest rates and have consistently underperformed as compared to the national 
average. However, in 2003, major improvements occurred in the Upper East region. The 
2003 GDHS results revealed a sharp drop in under-five mortality in the region from 155 
in 1998 to 79 deaths per 1,000 live births. This improvement in the Upper East, where 
several current child survival interventions including the accelerated child survival 
project of the United Nations Children’s Fund (UNICEF) were piloted, resulted in the 
under-five mortality rate falling below the national average (111) for the first time since 
records have been kept. Besides the Greater Accra region, which recorded 75 deaths per 
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1,000 live births, the Upper East out-performed the other 8 regions in 2008. On the other 
hand, the performance of the other two regions in northern Ghana was less impressive 
during the same period. While the Northern region slightly improved from 171 to 154, 
the Upper West rather recorded more under-five deaths, with the under-five mortality rate 
rising from 156 to 208 per 1,000 live births. 
The overall reduction in under-five mortality rates in Ghana over the years has 
been due to improvements in the delivery and uptake of MCH services.
24
 For example, 
vaccination coverage has increased steadily over the past two decades from 47% of 
children who were fully vaccinated in 1988 to 69% in 2008.  Vaccination coverage in 
Ghana is comparatively higher than other West African countries such as Nigeria (23%) 
and most countries in the sub region, which have average coverage rates of below 50%.
23
  
 
Maternal Health: 
Like childhood health, maternal health in Ghana has generally improved over the past 
two decades, though sustaining progress towards the attainment of MDG 5 is still a major 
challenge.
25
 The two targets for assessing MDG 5 are reducing the MMR, and achieving 
universal access to reproductive health by 2015. Maternal mortality is generally seen as a 
key indicator of the health status of women. The top causes of maternal mortality in 
Ghana include hypertension (19%), bleeding (17%), anemia (12%), unsafe abortion 
(11%), infections (10%), and obstructed labor (7%). Other causes (24%) include 
respiratory and circulatory diseases as well as miscellaneous causes comprising of 
obstetric deaths of unspecified causes, rupture of uterus, complications of obstetric 
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surgery, embolism, complications of anesthesia, other complications of pregnancy labor 
and puerperium.
26
  
Table 2: Trends in Maternal Mortality in selected West Africa Countries 
Maternal Mortality Rate (Deaths per 100,000 live births) 
Country 
1990 2000 2010 
Average 
Annual 
rate of 
reduction 
Burkina Faso 700 450 300 4.1 
Cote d’Ivoire 710 590 400 2.8 
Gambia  700 520 360 3.4 
Ghana 580 550 350 2.6 
Liberia 1,200 1,300 770 2.4 
Mali 1,100 740 540 3.5 
Nigeria 1,100 970 630 2.6 
Sierra Leone 1,300 1,300 890 1.8 
Togo 620 440 300 3.5 
Source: Countdown to 2015,
27
 Hogan 2010,
28
 and The World Bank 2010
8,29
 
 
These causes contribute to a relatively high MMR at 350 per 100,000 live births. As table 
2 shows, this figure lags behind those of neighboring Burkina Faso (300) and Togo (300), 
but is better than Cote d’Ivoire (400) and all other Anglophone West African countries 
including Gambia (360), Liberia (770) and Nigeria (630).
27,28
 Despite Ghana’s strong 
performance in the sub-region, improvement in the MMR has been slow. Between 1990 
and 2000, the MMR in Ghana only improved from 580 in 1990 per 100,000 live births to 
550 in 2000 and then improved significantly to 350 per 100,000 live births  in 2010.
28,29
 
With a 2.6% average annual rate of reduction in the past 20 years, in the sub-region, 
Ghana is doing better than only long-term civil war ravaged Liberia (2.4%) and Sierra 
Leone (1.8%) and far below neighbors, Burkina Faso (4.1%) and Togo (3.5%). At the 
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current rate, Ghana is off track to reaching the MDG target of 185 per 100,000 live births 
by 2015. 
The main challenges affecting progress towards improved maternal and child 
health care are systemic, including funding and policy approaches, socioeconomic 
factors, and health systems challenges.  The required government financial investments 
into maternal and child health services have generally been inadequate over the years. 
Although Ghana’s Ministry of Health data showed that government budgetary allocations 
to the health sector rose from 8.2% in 2004 to 14.6% in 2009, this is still below the Abuja 
Declaration target of 15% (African heads of states in April 2000 signed a declaration in 
Abuja, Nigeria, committing to spend 15% of their national budgets on health).
30
  
With respect to socio-economic factors, the key challenges include low female 
literacy rate, low contraceptive use, poor health-seeking behaviors, and low risk 
perception of maternal morbidity and mortality (these details are discussed later in the 
theoretical frame). Research evidence suggests that low literacy rates among women 
affects access and use of maternal health information, especially family planning 
services.
31
 The Ghana Demographic and Health Survey data over the years have shown 
that poorly educated women in Ghana are much less likely than others to use 
contraceptives, receive medical assistance from a health professional at delivery, and give 
birth in a health facility. The most recent 2011 Ghana Multiple Indicator Cluster Survey 
(MICS4) showed women (61%) lagging behind men (71%) in literacy status. Literacy 
status also varies greatly by socio-economic background and place of residence. For 
example, 85% of women living in the richest households are literate, while 31% of 
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women in the poorest households are literate. Literacy among women in urban areas is 
72% compared with 48% among women in rural areas. Women in northern Ghana 
generally lag behind women in other regions with a 44% literacy rate in the Northern 
region compared with 81% literacy rate in Greater Accra.
32
 
In terms of health system challenges, research evidence also shows that the three 
northern regions historically have had the lowest access to skilled birth attendants 
(doctors, trained nurses, midwives, and trained traditional birth attendants). According to 
the 1993 GDHS results, the Northern region (29%) had the lowest access nationally 
compared with Upper East (30.3%), Upper West (39%) and the Greater Accra Region 
(85%), which had the highest access.
33
 In 2010, the Northern region (37%) again had the 
lowest access and Greater Accra (90%) had the highest compared with the 68% national 
average.
32
 In terms of contraceptive use, which helps to space out births or avoid 
pregnancy, the three northern regions have lagged behind the other regions over the 
years. According to the 2008 GDHS, the Greater Accra region (33%) has the highest 
prevalent rates compared with Northern region (6%) and the Upper East (15%).  
At this rate, Ghana is unlikely to meet MDG 4 and 5 without significant 
improvements in health service quality. To bring about these improvements, health care 
decision-makers require an in depth understanding of the factors facilitating or inhibiting 
the performance of frontline providers of maternal and child health services. 
Quality Improvement and Approaches to Mitigate Maternal and Child Health 
Challenges in Ghana 
The Government of Ghana’s response to the targets set in  MDG 4 & 5 has required the 
establishment of new MCH policies. First, reforms and new financing mechanisms such 
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as  free National Health Insurance (NHI) and free maternal health services were initiated 
in 2003 and 2008 respectively as part of government efforts  to provide financial risk 
protection for poor households and improvements in reproductive and MCH services.
34,35
 
Second, to ensure that demand for services does not outstrip supply of health care 
professionals (especially for midwives who are essential for reducing maternal deaths), 
the government has implemented human resource-based packages aimed at hiring, 
retaining and motivating health workers to accept rural postings.
36,37
 However, available 
evidence suggests that these efforts have not yielded the desired results.
37
  There is still 
an uneven distribution of health care professionals which favors urban areas. Health 
workers continue to find rural areas unattractive due to concerns about poor quality of 
life, including access to social amenities, professional practice and opportunities to 
further education. In 2011, midwives attended 65% of all births in urban settings 
compared with 35% of births in rural areas.
38
 The poor distribution of midwives in rural 
areas has serious implications on the quality of MCH service delivery, especially 
obstetrical care and addressing the reproductive health needs of women.
37
  Finally, a 
series of QI efforts at facility
11
, regional, and national
39
 levels have been introduced to 
improve the quality of primary health care delivery and management in Ghana.
40
 At the 
forefront of these QI efforts is Project Fives Alive! (PFA). This nationwide project 
promotes the Breakthrough Series Collaborative (BSC) approach (pioneered by the 
Institute for Healthcare Improvement - IHI) to improve MCH outcomes. The IHI with 
support from the Bill & Melinda Gates Foundation (BMGF) is promoting PFA in Ghana. 
  PFA is designed to assist frontline health workers to better deliver health care 
 
 
 
11 
services,
39,41
 and has the goal of closing the gap between best practice and current 
practice through continuous improvement of organizational and individual performance 
using collaborative learning.
3,42
 PFA piloted this model in 2008 in three northern regions 
of Ghana and is currently scaling up this model nationwide. The project is being rolled 
out in four successive waves. Wave one focused on testing change ideas in three districts 
in the Northern, Upper East and West regions; Wave two focused on spreading successful 
change ideas to the other 38 districts in the three northern regions; Wave three focuses on 
spreading change ideas within the National Catholic Health Service (NCHS) hospitals in 
the south; and Wave four focuses on scale-up to all facilities in the south.  The project 
was originally scheduled to end in 2013; however, additional funding from BMGF 
enabled an extension of the end-time to 2015. This is to allow PFA to expand its 
fieldwork while addressing challenges identified by improvement advisors during 
learning sessions and site visits, and an independent evaluation of the project by a 
research team from the University of North Carolina (UNC). Furthermore, the extension 
is expected to enable QI teams to reach their full potential in developing QI infrastructure 
to sustain the gains made over the years.
 43
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2. LITERATURE REVIEW 
The purpose of the literature review was to identify essential quality improvement 
initiatives working to improve MCH service delivery in resource-poor settings with a 
focus on sub-Saharan Africa. The key objectives of the review were to assess the 
performance of QI teams involved in the delivery of MCH services; document best 
practices in resource-poor settings, especially sub-Saharan African countries; and, 
understand the facilitating and inhibiting factors for scaling-up quality improvement 
approaches. 
Methods  
The search was facilitated by Amanda McNeil, a librarian at the Boston University 
School of Medicine. Peer reviewed studies conducted in low and middle-income 
countries and grey literature were chosen for the search, and electronic databases and 
websites were searched using search terms compiled from frequently cited articles in the 
QI literature.
3,6,8,9,44–46
  
The following electronic data bases and web sites were searched to identify 
relevant articles published between 1990 and 2013: PubMed; Web of Science; 
ScienceDirect; Google Scholar; and Cumulative Index to Nursing and Allied Health 
(CINAHL). In the grey literature, the following websites were searched: Agency for 
Healthcare Research and Quality (AHRQ); CORE Project; Project Fives Alive!; Institute 
for Healthcare Improvement (IHI); Johns Hopkins University partnerships and innovation 
(JHPIEGO); Measure Evaluation (CPC/UNC); Basic Support for Institutionalizing Child 
Survival (BASICS); HEALTHQUAL; Management Sciences for Health (MSH); 
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IMMUNISATIONbasics; United States Agency for International Development (USAID); 
United Kingdom Department for International Development (DFID); the World Health 
Organization (WHO); the United Nations Children’s Fund (UNICEF); and the World 
Bank.  
The following terms were used to conduct the search in PubMed (limited to 
humans, full text from 1990 1/1 to 2013 6/26):  Breakthrough series collaborative OR 
coaches OR collaborative learning OR collaborative improvement OR collaborative 
process OR continual improvement OR continuous quality improvement OR dimensions 
of quality OR high performing quality improvement teams OR improvement advisors OR 
indicators OR learning sessions OR low performing quality improvement teams OR 
maternal and child health OR maternal and child health services OR measurement of 
quality OR performance assessment OR performance improvement OR performance 
indicators OR performance monitoring OR process improvement OR quality assurance 
OR quality improvement OR quality improvement dissemination approaches OR quality 
improvement implementation approaches OR quality improvement teams OR quality 
improvement tools OR quality improvement team challenges OR quality improvement 
team success OR quality indicators OR health services OR maternal health OR child 
health OR service delivery OR quality of health care OR supervision OR supportive 
supervision OR sustaining quality improvement OR sustaining quality improvement 
collaborative OR total quality OR total quality management. 
In addition, geographic focus was specified using the following: 
 
 
 
14 
Developing countries OR Developing world OR Low and Middle income countries OR 
Low resource countries OR Resource constrained settings OR Resource limited settings 
OR Resource-poor settings AND sub Sahara Africa. 
Inclusion/exclusion criteria  
Screening of articles was done in three stages. First, the titles of 523 articles retrieved 
from the above mentioned terms were screened for relevant quality improvement terms 
and geographic location, followed by the screening of 29 abstracts for relevant QI team 
performance terms in the context of MCH service delivery, and finally 7 full text articles 
were selected to address the purpose of the review. Of these 7 articles, 2 review papers 
discussed QI team success/barriers/challenges, dissemination of best practices, and 
sustainability of these best practices in resource-poor settings.  
Reflections on the literature search 
There are few QI publications in the databases searched, and even fewer are published in 
leading journals. Althabe et al.,
47
 explained in their 2008 systematic review that the 
difficulty of finding articles may reflect the paucity of studies conducted on the topic 
particularly in the context of MCH. They also suggest that research papers have not yet 
found their way to leading databases.
47
 The authors’ view regarding the lack of research 
papers in leading databases is supported by the observation that QI was recently (2011) 
added as a mesh term in PubMed. As a result, the PI relied heavily on the grey literature. 
The PI’s starting point was the websites of the United States Agency for International 
Development (USAID) and the Institute for Healthcare Improvement (IHI) using the 
search terms applied to the peer reviewed literature. These institutions are important 
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leaders and active agents in the spread of QI approaches to resource-poor settings. The PI 
then used a snowball approach to identify other websites of relevance until he was unable 
to identify any new materials.  
This difficulty of finding articles was noted by Liu et al.
48
 in 2010 who pointed to 
the newness of the field of QI in resource poor settings, and the lack of a central 
mechanism to catalogue QI literature that is often unpublished or in the grey literature 
contained in government and non-governmental organizational (NGO) reports. 
2.1 History of Quality Improvement in Health 
Modern QI methods have their roots in the U.S. manufacturing industry of the 1920s in 
efforts to control production quality. Further development took place in Japanese industry 
in the 1950s through the works of Deming, Juran, Ishkawa, and Feigenbaum. These 
authors are widely credited in the literature with most of the QI methods/tools being used 
in both high income and developing countries today.  
Deming and Juran observed while working at the U.S. based Western Electric 
Laboratories in the 1930s that defects in quality could only rarely be attributed to a lack 
of will, skill, or benign intention among the people involved with the processes. They 
noted that even when people are at the root of defects it is more likely to be related to 
poor job design, failure of leadership, or unclear purpose rather than one of motivation or 
effort.
49
   Through the invitation of members of the Japanese industry, Deming and Juran 
introduced the quality improvement concept in Japan in the early 1950s.
50
 One of 
Deming’s key contributions to the QI movement is the development of the Plan Do Study 
Act (PDSA) cycle that is now widely being used in testing and implementing change in 
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health care. His advice to practice continuous improvement by thinking of manufacturing 
as a system contributed to the Japanese auto and electronics industries dominance in 
global markets.
51
 Juran also served as a consultant to Japanese industry in the 1950s and 
is credited with the use of the Pareto chart. He also published the Quality Control 
Handbook (1951) in which he shared his philosophy on the important role and 
responsibility management had to empower staff, for QI efforts at a workplace to 
succeed. Finally, Ishkawa contributed a range of tools and techniques including the 
fishbone technique for identifying cause and effect of public health problems.  
The successes of applying QI approaches and philosophy to Japanese industry 
later led to their adoption and extensive usage in U.S. industry in the 1970s and 1980s. 
This led to the emergence of new quality improvement leaders such as Feigenbaum. He is 
known for originating Total Quality control and proposing three steps to quality including 
quality leadership, modern quality technology, and organizational commitment.
50
  
In health care, the science of QI was first introduced to the U.S. health system in 
1987 through the National Demonstration Project on Quality Improvement in Health 
Care.
5,52
 Berwick, a co-investigator on this Project, built on the work of Deming and 
Juran to become a champion of the movement in the U.S. and abroad. Based on 
experiences in Japan, he promoted a shift away from the theory of improvement by 
inspections to a theory of continuous improvement in the American health sector.
49
 He 
called on healthcare leaders to consider the application of the QI model by proposing 
steps to guide implementation. These include, leadership showing the way, investment of 
resources, establishing respect for health workers to reestablish trust, encouraging 
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dialogue between consumers and suppliers in health care, using modern technical tools, 
and organizing flexible project teams to tackle processes across departments.
49
 In 1991, 
he founded the Institute of Healthcare Improvement (IHI) that contributed in spreading 
QI approaches beyond the U.S.  
QI was first introduced to resource-poor settings in the 1990s through the efforts 
of governmental and non-governmental organizations.
49,53,54
 Early efforts were relatively 
ineffective because projects were designed in the West by Western agencies with limited 
input from local beneficiaries. Projects did not take cultural and contextual differences 
into account, such as, beliefs, values, and social norms; local policies or infrastructure; 
access to health technology or the availability of data to inform decision making and 
measure performance.
5,55
 
 Progress has been made during the last decade in the application of QI to health 
care processes and outcomes in resource-poor settings. However, there is wide variation 
in QI performance that is not understood, especially in remote rural settings. Thus the PI 
believes that the findings of this study can contribute to improve the design and 
implementation of QI efforts in their bid to improve MCH service delivery. 
2.2 Definition of Quality Improvement 
Several definitions of quality improvement (QI) exist in the literature.
19,47,56–59
 
 
For the 
purposes of this dissertation, the PI is using the definition used by R. Bialek et al.
58,59
 in 
2009, “Quality improvement in public health is the use of a deliberate and defined 
improvement process, such as Plan, Do, Study, Act, which is focused on activities that 
are responsive to community needs and improving population health. It refers to a 
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continuous and ongoing effort to achieve measurable improvements in the efficiency, 
effectiveness, performance, accountability, outcomes, and other indicators of quality in 
services or processes which achieve equity and improve the health of the community.”58  
 In the context of resource-poor settings, Tawfik et al.
60
 in a 2010 publication 
proposed a definition of QI based on the review of nine USAID-supported QI models 
focusing on improving Maternal, Neonatal and Child health (MNCH) and the WHO 
definition of the quality of care in developing countries. Quality Improvement of 
Maternal, Neonatal, and Child Health is “a cyclical process of measuring a performance 
gap; understanding the causes of the gap; testing, planning, and implementing 
interventions to close the gap; studying the effects of the interventions; and planning 
additional corrective actions in response.”  
The common factor between Bialek and Tawfix is the use of regular evidence-
based information to update interventions aimed at improving the health of beneficiaries. 
In the next sections of this chapter, the PI presents QI approaches that are forerunners to 
those in developing countries, and then presents approaches in developing countries that 
are responding to MCH needs. 
2.3 Methodologies/Approaches  
2.3.1 Quality Improvement Approaches in High Income Countries 
The health sector literature describes six QI approaches that have been used in high-
income country settings. These approaches have been adapted from industry and 
introduced into the health sector.
51
 All approaches have proven more applicable to 
clinical care, while some have gained prominence in public health practice (Total Quality 
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Management, Continuous Quality Improvement, and Breakthrough Series 
Collaboratives). For this reason, I will not discuss Business Process Re-engineering, Six 
sigma, and Lean thinking as they are not currently used in public health practice in low-
income settings.
61
  All approaches bear similarities in terms of content, and a review 
study by AE Powell et al.
62
 suggests that no one approach emerges above the other as 
superior, and that local circumstances determine which approach is most appropriate.  
Continuous Quality Improvement 
Continuous Quality Improvement (CQI) is defined in a variety of ways.
47,63,64
 As 
Brennan et al.
65
 indicated in their systematic review study to measure factors influencing 
the success of QI in primary health care, there is limited consensus in the literature on 
what defines a CQI intervention and its components, despite the concept being widely 
used in health care.  According to S.M. Shortell et al.,
64
 CQI can be operationally 
described as a philosophy of continual improvement of the processes associated with 
providing a good or service that meets or exceeds customer expectations.  
 CQI is a team-based approach involving a broad array of organizational members, 
who are trained in basic statistical techniques and tools, such as the Plan, Do, Study, Act 
cycle, that enhance their decision-making capacity to analyze data and use the evidence 
to guide health service delivery decision-making in order to satisfy or exceed client 
expectations.
64,65
  
Components of CQI  
Despite the lack of consensus on the definition of CQI’s components, three logical 
components are proposed based on the review work of Powell et al.
62
 in 2009. These 
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components are customer satisfaction, the scientific approach, and the team approach. 
Customer satisfaction is important when applying CQI to improve health care 
delivery. According to McLaughlin and Kaluzny in 1994,
66
 the customer can be internal 
or external to the system and can be a patient, a payer, a colleague, or someone from 
another department. Thus program participants, community members, funders, healthcare 
providers, and other stakeholders involved in CQI projects can all be considered 
customers. 
 The scientific approach entails data analysis, systems thinking, benchmarking, 
and variations. When applying CQI to improve health service delivery, data provides the 
main basis on which sound decisions are made.
67
 Systems thinking is based on the idea 
that all processes in the care environment are interrelated and encourages providers that 
when analyzing separate parts of a process, the relationship among different parts should 
be kept in mind. For example, applying systems thinking helps a QI team to address 
delays for pregnant women by looking at the interrelations among processes such as time 
spent filling forms at records, consulting the midwife, laboratory testing, and receiving 
drugs at the pharmacy.
68,69
 Benchmarking in health care is a process of identifying a point 
of comparison, a benchmark, against which all in a particular field can compare. The 
benchmark is usually considered a best practice that is sought out from leaders in the 
field. Through comparison, a team member can use benchmarks to determine how their 
performance compares with others. Members then collaboratively share the processes 
that support the implementation of best practices at best cost.
66,70,71
 Finally, the scientific 
approach in CQI aims to eliminate variations in process and outcomes.
68
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In CQI application, the team approach promotes teams as better positioned than 
individuals to fully analyze processes.
72
 For teams to succeed in this regard, Kahan
72
 in 
1999 suggests that support from management, worker involvement, and removal of 
artificial work boundaries, including those between departments and different levels in 
the organization’s structure, are all critical.  
CQI has been widely adopted and emphasized as the model for practice change in 
QI collaboratives.
73
 In addition, there are continuing calls for investment in CQI-related 
education and incorporation of CQI principles as core competencies for graduate medical 
education.
74
 Despite this, there is limited guidance on how to implement and integrate its 
core methods in health care systems.
62,65
 
Breakthrough series collaborative 
The Improvement Collaborative approach involves a large number of teams from 
different facilities and levels of the health system that are organized and supported to 
work together within a specified time period to achieve a common goal of improving a 
specific area of care or an aspect of the health system. The Breakthrough Series 
Collaborative (BSC) is the most widely used form of this approach in both developed and 
developing countries.
4,60
 
The earliest well documented activities of quality improvement collaboratives are 
those of the Northern New England Cardiovascular Disease Study Group in 1986, the 
Vermont Oxford Network in 1988, and the Institute for Healthcare Improvement’s BSC 
developed in 1995. 
75
 
Current improvement collaboratives are all based 
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on the BSC approach, which was designed to 
close the gap between best practice and 
current practice, with continuous 
improvement of organizational and individual 
performance through collaborative 
learning.
3,42
 This team-based approach to QI, 
enables teams, consisting of frontline health 
providers in health centers, clinics or 
hospitals, to come together periodically in a 
learning session to identify issues relating to 
service delivery and then choose one that each 
team feels capable of changing in a fairly 
short period of time. 
56
     
The Model for Improvement (Figure 2) is then used as the framework to guide 
and accelerate improvement work through testing of innovations or change ideas in small 
increments in a Plan, Do, Study, Act cycle (Figure 3).
76
 The Model for Improvement 
helps by reducing the excessive time spent, before implementing changes and between 
scaling from a few health facilities to an entire region.  
 
 
 
 
What are we trying to
accomplish?
How will we know that a
change is an improvement?
What change can we make that
will result in improvement?
Model for Improvement
PlanAct
DoStudy
Figure 3: Model for Improvement 
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Figure 4: PDSA Cycle 
 
 
A systematic review by Schouten et al.
19
 in 2008 on the effectiveness of BSCs in 
improving service delivery noted that, though the evidence is sparse, the majority of the 
studies suggest a positive effect.
75
  
2.3.4 Total Quality Management  
The Total Quality Management (TQM) approach promotes continual improvement, 
systematic analysis, total involvement of organizational staff, and measurement of 
process steps to improve outcomes. TQM is an organizational approach that emphasizes 
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total commitment and participation from organizational staff, teamwork, defined 
processes, systems thinking, and customer-focus to create an environment for 
improvement. As an organizational QI focused approach, TQM is less prominent in 
promoting QI efforts at regional or national scale. 
2.4 Quality Improvement Approaches in Resource-Poor Settings 
The amount of QI work that has been done in resource-poor settings in the last two 
decades has increased, but most of the publications are buried in the grey literature. The 
CQI and BSC are the most commonly adopted approaches in the health care sector of 
these settings.  While a number of governmental and non-governmental organizations 
(NGOs) have played a critical role in this regard, the role played by the IHI and USAID 
have been crucial.
4,6
 
CQI and BSC have been incorporated into a variety of methodologies by NGOs 
and often given proprietary titles. Several of these are described below in an illustrative 
(but not exhaustive) list.  
Client-Oriented, Provider-Efficient Services 
Client-Oriented, Provider-Efficient Services (COPE) is a process and set of simple and 
practical tools designed by EngenderHealth in 1987, to assess and improve the quality of 
MNCH services. COPE was developed with local support from the Ministries of Health 
in countries where it was implemented, and with external support from USAID, 
UNICEF, WHO, and other donors. It focuses on client rights and provider needs to 
improve MCH in developing countries, and was one of the earliest QI models to be 
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applied in resource-poor settings. The process encourages self-assessment and joint 
problem solving by service staff and supervisors. To achieve this, healthcare providers go 
through a number of steps. First, through the self-assessment step, providers determine 
what needs improvement and the strategies required to move from actual to improved 
practices. During the second step, providers undertake root cause analysis to identify the 
problem, and then, based on the findings, develop an improvement strategy.
60
  
COPE process and tools are used to improve the quality of specific health care 
services in a single facility like a clinic or hospital. However, providers can apply it in 
several facilities using four main steps: 1) information gathering and analysis, 2) action 
plan development and prioritization, 3) implementation, and 4) follow-up and 
evaluation.
60,77
 The principles underlying the COPE QI process are: 1) involve all levels 
of staff and foster their ownership, 2) develop customer mindset to meet their needs and 
expectations, 3) focus on systems and processes, 4) be cost conscious and efficient, 5) 
engage in continuous QI, and 6) develop staff and build their capacity.
77
  
The main tools for the COPE QI process are content-specific COPE tool-books 
including: self-assessment guides, self-assessment forms, record-review checklist, client 
interview guides, and client flow analysis forms. These COPE tool-books have been 
applied in a number of developing countries where they have contributed to improving 
MCH outcome. For example, research results from Kenya, Guinea,
 
Nigeria, and 
Cambodia show improvements in provider performance and client satisfaction in 
reproductive health service delivery.
78,79
 While the EngenderHealth COPE QI process has 
contributed to improvements in the performance of providers and quality of services to 
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clients in resource-poor settings, the process is focused on making the best use of the 
individual facility’s limited resources, and thus cannot tackle system-wide change.80 
2.4.2 The Integrated Management of Childhood Illness 
The Integrated Management of Childhood Illness (IMCI) was developed by the World 
Health Organization (WHO) and the United Nations Children’s Emergency Fund 
(UNICEF) in 1992 and supported by other donor agencies such as USAID. IMCI is being 
implemented in over 100 developing countries aimed at reducing morbidity, mortality, 
and disability, as well as promoting growth and development of children under five years 
of age.
81
  
The IMCI approach focuses on the wellbeing of the whole child and includes 
prevention and curative elements that are implemented by families, community health 
workers at the community level, and providers at the facility level. Through the use of 
three main components including, improving case management skills of healthcare staff; 
improving the overall health system; and improving family and community health 
systems, IMCI promotes accurate identification of childhood illnesses in outpatient 
settings, ensures appropriate combined treatment of all major illnesses, strengthens the 
counseling of caretakers, and speeds up the referral of severely ill children in health 
facilities. In the homes of clients, IMCI promotes appropriate care seeking behaviors, 
improved nutrition and preventative care, and the correct implementation of prescribed 
care.
82
  
A Multi-Country Evaluation (MCE) to evaluate the impact, cost, and 
effectiveness of the IMCI strategy in Brazil, Bangladesh, Peru, Uganda, and Tanzania has 
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shown IMCI to improve health worker performance and their quality of care, and has the 
ability to reduce under-five mortality and improve nutritional status where it is well 
implemented. Other important findings of the MCE indicated that child survival 
programs require more attention to implement activities that improve family and 
community behavior; the implementation of child survival interventions needs to be 
complemented by activities that strengthen system support; and a significant reduction in 
under-five mortality will not be attained unless large-scale intervention coverage is 
achieved.
82
 
However, IMCI implementation is not without challenges. A multi-country 
exploratory cross-sectional questionnaire survey of in-service IMCI case management 
training (ICMT) approaches in 27 countries of the WHO’s six regions revealed 
challenges that include funding (high cost and long duration of residential ICMT), poor 
literacy of health workers, differing opinions about the role of IMCI in improving child 
health, lack of political support, frequent changes in staff or rules at Ministries of Health, 
and lack of skilled facilitators. While the study showed that countries addressed these 
challenges through increased advocacy, intensifying pre-service training, and shortening 
course duration, it acknowledged that financial challenges are still common in terms of 
ICMT scale-up and follow-up after training.
83
  
2.4.3 HEALTHQUAL Framework 
The HEALTHQUAL model focuses on strengthening and improving health systems with 
the goal of creating self-sufficient local quality management programs that are 
sustainable over time.  QI activities involve clinic staff and consumers with support from 
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Ministry of Health leadership. These structural features are designed to be lasting even 
with staff turnover, organizational leadership changes or political transitions.   
HEALTHQUAL originated with the HIVQUAL model, which was developed by 
the AIDS Institute of the New York State Department of Health in the early 2000s, with 
the intention of assisting health care facilities in developing countries develop quality 
infrastructure that supports ongoing processes to improve the quality of HIV care. 
HIVQUAL expanded globally to Thailand in 2003, and later spread to the President's 
Emergency Plan For AIDS Relief (PEPFAR) focus countries in Africa, Asia, the 
Caribbean, South America, and the South Pacific.  In 2010, HIVQUAL International was 
rebranded as HEALTHQUAL to reflect its expansion beyond HIV care to include other 
chronic and infectious diseases. HEALTHQUAL focuses on population health to 
strengthen overall quality of care across national health systems. 
60,84
 
The HEALTHQUAL framework consists of three main elements: performance 
measurement, QI, and the quality management program. HEALTHQUAL prioritizes 
improvement of care based on performance data that are in line with national Monitoring 
and Evaluation systems. To this end, HEALTHQUAL has developed software that 
enables facility staff to analyze data to inform improvement. The model also ensures that 
QI methods and strategies such as, rapid utilization of QI skills for clinic staff, coaching, 
mentoring, and training are embedded in national plans. Through its QI management 
efforts, HEALTHQUAL has designed its model to promote sustainability and full 
ownership of the model by facilitating the development of leaders who are trained to 
provide coaching to clinic teams.
84
 
 
 
 
29 
According to a recent HEALTHQUAL report, the project is actively helping to 
coordinate, plan, and facilitate the implementation of its QI model to address differences 
in health care systems, national guidelines, and local resources in Uganda, Mozambique, 
Haiti, Nigeria, Namibia, Guyana and Kenya.
84
 Challenges of the HEALTHQUAL model 
were not reported. However, given its similarities to QI models that have relied on 
national leaders of the health system to coach, mentor, and support QI teams, 
sustainability of this aspect of the model is in doubt as coaches often do not have the 
requisite resources to stay in touch with QI teams for coaching purposes. 
2.5 CQI and BSC Approaches in Ghana 
Public health practitioners have recognized the value of CQI to improve primary health 
care delivery in Ghana since the 1990s. For example, Agyepong et al.
40
 in 2001 described 
CQI as a potentially viable approach that can be utilized as a management philosophy and 
tool to improve the quality of primary health care delivery and management in Ghana.  
As a project that has gained national prominence, PFA is using a multifaceted 
approach to advance QI work in Ghana. The key components of this approach include, 
interactive workshops or learning sessions, educational outreach visits or improvement 
advisors’ site visits, and reminders. The individual elements of PFA’s multifaceted 
approach are presented as follows: 
2.5.1 Learning sessions or interactive workshops 
As PFA scales up QI efforts in Ghana, every 3 to 4 months PFA staff within a region 
conduct major learning sessions and structured workshops in coordination with District 
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Health Management Teams (DHMT). Usually over a period of two days, approximately 
30–40 participants, comprising front-line health providers, administrators, and 
management level health staff, are brought together in a selected district capital to learn 
techniques of QI on the care pathway (antenatal, delivery, postnatal, and child care 
through age five). Each improvement team within a sub-district or hospital sends a 
maximum of three representatives to these learning sessions where participants learn 
from project officers (people hired by PFA and brought in from outside the Ghana Health 
Service) various aspects of QI theory, particularly the key elements of the BSC and the 
Model for Improvement. In addition to learning QI theory at these learning sessions, 
participants are expected to share their experiences and also adopt best practices or 
change ideas tested during PFA’s pilot phase.   
Two types of learning sessions are discussed in the literature. They are 
educational meetings that are lecture-based or didactic sessions, and educational meetings 
that use interactive components or interactive workshops.
85
 Didactic sessions were 
defined by Forsetlund et al.
86
 in 2009, Hulscher et al.
85
 in 2001, and Oxman et al.
87
 in 
1995 as passive approaches because they were predominantly lecture-based or involved 
information transfer, i.e., distribution of educational materials, including for example 
papers, reports, distant learning methods, and audiovisual or computerized programs. The 
authors defined interactive workshops or learning sessions as active approaches because 
they were largely participatory in nature, with some interaction amongst participants in 
groups and provision of information and individual assistance by a trained person with 
face-to-face contact. These review studies found that interactive workshops or learning 
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sessions that aim at the dissemination of change ideas, improving skills, or challenging 
attitudes are effective in the promotion of QI interventions and the improvement of 
professional practice for MCH care in developing countries.
85–87
  However Powell et al.
62
 
in 2008 and Bexell et al.
88
 in 1995 noted that these approaches are difficult to implement 
in isolated areas where health providers cannot be easily replaced for clinical care 
activities during the training period.
 
 
2.5.2 Educational outreach visits  
Educational outreach visits are usually made by trained persons to a QI team to provide 
information and/or feedback on the team’s performance.85,89 Between learning sessions or 
the activity periods, improvement advisors, made up mostly of project staff, public health 
nurses and/or information officers from the DHMT, coach and support individual QI 
teams - through telephone calls and site visits - to effectively implement and spread 
proven change ideas. A change idea is a specific idea that, if applied, may lead to an 
improvement.
90
  
Studies have shown that educational outreach visits are effective in improving 
MCH service delivery, particularly for prescribing practices in developing 
countries.
91,87,89,92
 They had variable effects on non-prescribing practices or other 
behaviors and were more effective than audit and feedback.
87
 A key concern about this 
strategy is that unless the higher costs, including intensive use of scarce resources such as 
district level workforce, transport, and fuel required for implementing these activities in 
resource-poor areas, are recognized and overcome, these costs could result in fewer visits 
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and coaching for those in greatest need, and thus lead to greater inequalities in the health 
system.  
2.5.3 Reminders  
According to Hulscher et al.
85
 in 2001, reminders are any intervention, manual or 
computerized, that prompts the health care provider to perform some action. QI teams are 
encouraged to use simple manual reminders (posters, charts, checklist, etc.) during each 
Plan, Do, Study, Act (PDSA) cycle to gauge their performance and guide decision-
making. Data-based supervisory methods, especially observational QI tools such as 
checklists, have been developed for district level supervisors to assess and improve data 
quality as well as address problems identified during site visits.  
The use of reminders has been shown to have small to moderate positive effects 
on professional practice.
62
 For example, review studies
 
by Powell et al.
62
 in 2008 and 
Balas et al.
93
 in 2000 that assessed the use of reminders in MCH care have shown that 
simple, easy to understand manual reminders (posters, charts, etc.) are potentially a useful 
strategy to promote best practices in resource-poor settings.  
In terms of the effectiveness of the multifaceted approach, the evidence is not 
clear as comparison between different studies is difficult because different combinations 
or mixes were tested. When compared with single interventions, some reviews suggest 
that depending on the kind of combination the multifaceted approach is more 
effective,
94,95
 while other reviews said it was not.
96,97
 Although the multifaceted approach 
can be generally expensive to implement, it has positive effects on professional practice, 
and is attractive because it can address training, implementation, and dissemination 
 
 
 
33 
objectives at the same time.
62 
2.6 The scope and importance of QI in developing countries 
In this section, the PI describes the scientific literature that was reviewed to identify 
factors influencing QI team success or failure, spread of best practices, and sustainability 
of these practices in resource-poor settings.  Findings on each of these areas are presented 
as follows.  
2.6.1 Evidence For Factors Influencing QI Team Success Or Failure  
Davis MV (2010) suggests four main factors for the performance of QI teams in state and 
local public health agencies in industrialized countries.
98
 These four factors include: (1) 
cultivating public health leaders who support, facilitate, and provide resources for quality 
improvement and performance management, and empower employees to innovate in their 
agencies; (2) teaching, training, and providing opportunities for individuals and teams to 
practice and implement quality improvement activities and performance management 
systems; (3) creating national networks and resources that support quality improvement 
and performance management; and (4) providing finances and incentives to encourage 
quality improvement and performance management implementation. However in 
resource-poor settings, where there is limited research evidence for the promotion and 
adoption of QI approaches, it is unclear how these factors are influencing QI teams’ 
performance.
99
 
 Examples of large-scale QI efforts in resource-poor settings that provide 
empirical evidence to delineate success factors and challenges affecting the performance 
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of QI teams are limited. Niger and Zambia provide helpful examples in sub-Saharan 
Africa. In both countries, the culture of quality improvement efforts within facilities has 
been developed over a period of five years.
6,100 
The Zambian experience included a 
quality assurance project (ZQAP) that was part of Quality Assurance Programs that were 
introduced in developing countries in the 1990s to develop and implement sustainable 
approaches for improving the quality of health care.
101
 Evaluation of ZQAP by Bouchet 
et al.
102
 in 2002 to examine the performance of quality assurance activities, and identify 
challenges and methods to institutionalize QI in Zambia showed that senior staff, 
established structures and built capacity for QI throughout the country, generated 
enthusiasm for QI, established QI teams among motivated healthcare providers, and 
established a national network of coaches to support QI teams in various facilities across 
the country. However, major challenges including, a limited number of trained coaches in 
QI expertise, a dearth of resources, such as transport facilities for coaching visits in the 
districts, and a shortage of trained personnel, especially QI leaders at the central level, 
seriously hampered the sustainability and expansion of QI efforts.  Furthermore, the 
evaluation team found no national policy on QI as ZQAP was generally seen as isolated 
from health institutions and stakeholders. The lack of official policy documents 
describing the vision, strategies, and objectives made it difficult to evaluate the program 
against government policy and objectives.
7,100
 More recently, the Niger study provides 
another evidence of a large-scale QI collaborative that sheds further insight into the 
determinants of sustainability of QI and important health system barriers that need to be 
addressed to achieve it.
6
 For example, high staff turnover at all levels was a challenge. 
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Bouca et al.
6
 reported in 2011 that 20% of 20 staff sampled at study sites had been there 
less than one year, and a little over 30% of 83 QI team members sampled had been there 
less than two years. At the management level, staff turnover was higher. Out of 40 
District Health Management Team members who were interviewed 46% had been there 
less than two years. Further, the role of clinical coaches (pediatric and obstetric experts 
from referral facilities) diminished, and administrative supervisors without clinical 
expertise had to take over supervision. This change affected the performance of the teams 
in, adhering to some clinical practices for pre-eclampsia and eclampsia coverage, taking 
the temperature of newborns, keeping newborns warm, extension of post partum 
surveillance, and increased length of stay after delivery. The researchers in the Niger 
study have called for more evidence in a number of areas including defining sustainable 
mechanisms for ongoing QI implementation. 
2.6.2 Evidence For The Spread Of Best Practices Or Change Ideas 
In their systematic review aimed at providing evidence on diffusion of innovation for 
health service delivery, Greenhalgh et al.
103
 in 2004 distinguished between diffusion and 
dissemination. They defined diffusion as passive spread of innovation, and dissemination 
as active and planned efforts to persuade a target group to adopt an innovation.
103
 
According to Rogers
104
 and others
105,106
 diffusion of innovative ideas occurs through an 
incremental process that involves the spread of a new idea or practice from its source of 
invention or creation to its ultimate users or adopters, and that some innovative ideas or 
practices spread faster than others.
104
 The dissemination of ideas in formal networking 
initiatives, such as quality improvement collaboratives, are not always effective because 
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such initiatives are often expensive, and the gains from them are difficult to 
measure.
107,108,109,110
 In general, the interaction between several enabling factors 
(including leaders, team members themselves, opinion leaders, information technology, 
etc.) and the characteristics of the idea or practice play a critical role in disseminating the 
innovation.
107,111,112
 In terms of factors that can contribute to successful dissemination of 
ideas in QI collaboratives for health care, review studies based on evidence from 
industrialized settings consistently suggest the following:  (1) the nature of the topic 
chosen for improvement; (2) the capacity and motivation of participating teams, 
particularly their leadership and team dynamics; (3) the motivation and receptivity to 
change of the organizations they represent; (4) the quality of facilitation, particularly the 
provision of opportunities to learn from others in an informal space; and (5) the quality of 
support provided to teams during the implementation phase.
110,113
 It is unclear how these 
factors are affecting the dissemination of ideas in resource-poor settings. 
2.6.3 Evidence For The Sustainability Of Best Practices  
Because donor-initiated public health projects are generally funded for a given time 
frame and have a short life span, sustaining these projects is a major challenge in 
resource-poor settings.
114
 One of the overarching goals of QI collaboratives is to create 
infrastructure to sustain QI efforts after external support ends.
115
 However there is little 
written on whether or not QI collaboratives in resource-poor settings are capable of 
creating the infrastructure for sustaining QI efforts to contribute to health systems 
strengthening over time. Studies in high income countries, particularly the U.S, reveal 
that with the right conditions it is possible. For example, Neily et al.
116
 in 2005 evaluated 
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a breakthrough series collaborative project within the U.S. Veterans Health 
Administration on reducing inpatient falls and related-injuries a year after collaborative 
work ended and found that leadership, teamwork, and skills acquisition during a QI 
collaborative were associated with sustaining QI efforts. Bray et al.
117
 in 2009 conducted 
a multiple case study involving 13 primary health care sites that participated in the North 
Carolina Chronic Disease collaborative, five months after formal collaborative activities 
had ended, to better understand and describe the characteristics and/or activities of 
primary care practices that are associated with sustaining QI initiatives. The study found 
that regular meetings to study practice population data, leadership commitment, 
availability of infrastructure/staff support, pursuit of additional funding, publicity, and 
strategic partnerships were important factors associated with sustaining QI initiatives.  
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3. PUBLIC HEALTH SIGNICANCE 
A better understanding of what facilitates or inhibits the performance of QI teams 
involved in the delivery of MCH services is critical to improving health services. By 
assessing MCH service delivery improvement from the clients’ perspective, this study 
contributes to the continuous refinement of the definition of quality improvement in 
public health and the understanding of the felt needs of clients in QI efforts in resource-
poor settings. 
The existing evidence in the scientific literature has shown that sustaining key 
elements of successful quality improvement efforts in resource-poor environments is a 
major challenge.
6,100
 In an editorial in the International Journal for Quality in Health Care 
in 2012, Bradley and Yuan
5
 called for the need to develop literature on essential elements 
of successful quality improvement efforts that are specific to these settings. Findings of 
this study, which incorporates perspectives of providers and clients, contribute to the 
literature in this regard by shedding light on what PFA stakeholders are doing to sustain 
QI efforts in northern Ghana. 
Finally, improving MCH service delivery for better health outcomes for women of 
reproductive age and children under age five is central to achieving MDG 4 and 5. It is 
globally acknowledged that the use of QI is one of the key drivers to meeting these goals. 
The evidence generated by this study can contribute to informing continuous 
improvement in the design of PFA and other ongoing efforts in resource-poor settings, 
thereby working to accelerate achievements of these two MDGs.  
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4. THEORETICAL FRAMEWORK FOR IMPROVEMENT 
The PFA intervention uses a driver diagram (Figure 4) to identify the primary and 
secondary drivers as determinants of improved survival. For example, delay in seeking 
care is one of the three hypothesized primary drivers of improved outcomes and change 
ideas for addressing the delay have been identified and tested using the improvement 
model/PDSA cycles.  
Figure 5: Driver diagram for PFA 
OUTCOME  Primary driver    Secondary driver  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The first delay in obtaining health care services begins in the home whereby the 
decision to seek treatment is influenced by the knowledge of women to understand the 
Delay in seeking care  
Delay in providing care 
that is safe, effective 
and client centered  
Insufficient use of local 
data for decision 
making  
COMMUNITY 
- Low risk awareness & management 
- Cultural barriers 
- Financial barriers 
- Long distances to health services 
- Unattractiveness to health services 
HEALTH FACILITY 
- Poor staff attitude and behavior  
- Low risk awareness and management 
- Inadequate clinical knowledge & skill 
- Protocol unavailability/Non adherence 
- Equipments & supplies 
unavailable/irregular 
- Unreliable referral system  
USE OF DATA FOR IMPROVEMENT 
- Frontline providers not empowered to use 
local data for decision making 
- Irregular supervision, monitoring,   
coaching and mentoring  
- Poor data quality 
- Inappropriate data capture, reporting & 
transmission tools  
Assist and 
accelerate 
attainment of MDG 
4 and 5 in Ghana 
through QI 
methods 
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difference in capabilities of the various health facilities at their disposal, and approval 
from male relatives who control the resources needed for seeking care. The second delay 
occurs when women decide to access providers for health care but are impeded by a lack 
of transportation, poor road and communication networks, and long distances to and cost 
at the health facilities. The final delay occurs in receiving health care at the health facility 
during complications related to pregnancy, delivery, and the postpartum period.
25,118
 
Often at the health center level, basic essential obstetric care services, including but not 
limited to the provision of antibiotics and drugs, sedatives for eclampsia, and manual 
removal of the placenta, are lacking. Even when services are available, long processes at 
the point of care often result in unnecessary long wait times for clients. Further, poor 
referral processes for pregnant women and sick newborns who require access to more 
comprehensive health care at a higher level of the health system also contribute to the 
final delay. In addition to the ambulance system being poor, road networks connecting 
rural health centers in deprived locations to urban tertiary health facilities are often full of 
potholes or blocked by streams and broken bridges, thus contributing to prolonging the 
referral experience for clients.  PFA and its partners believe that utilizing QI methods to 
address the three delays in accessing MCH care will accelerate the achievement of MDG 
4 and 5. 
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5. METHODOLOGY  
5.1 Research Question 
The purpose of this study is to understand the contributions of QI teams to advance MCH 
service delivery in large-scale BSC efforts in resource-poor settings. Findings from this 
study will be integrated into recommendations for the implementation of QI plans to 
more effectively advance MCH service delivery in Ghana and in other settings.  To 
achieve this purpose, the PI posed 3 specific research questions (Table 3 below). 
Table 3: Questions and objectives of study 
Key Research Questions Specific objectives  
1) What factors affect PFA QI 
team success and failure in 
implementing QI methods 
designed to improve MCH 
service delivery? 
a) Determine changes that  service users and QI teams 
have perceived in MCH services delivered by the QI 
teams  
b) Examine factors associated with these changes within 
and across regions,  
2)  What is the interplay of 
factors that contribute to or 
inhibit the spread of QI best 
practices among QI teams 
within and across regions?  
c) Identify key best practices that are spreading in 
northern Ghana  and the main factors influencing the 
spread  
d) Assess the extent to which learning sessions and 
coaches result in cross fertilization of change ideas,  
3) What steps are being taken by 
PFA stakeholders to sustain QI 
best practices over time? 
e) Determine what is being done  (at facility, sub-
district, district and regional levels) to ensure the 
sustainability of QI best practices when PFA support 
ends 
f) Describe the key factors that are facilitating or 
hindering the sustainability of these QI best practices 
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5.2 Research Design  
This research uses a qualitative multiple case study design. A case study is a systematic 
empirical inquiry for studying a contemporary and complex phenomenon within its real-
life context. 
119,120,121
 This methodology has been used to study health systems 
change
122,123
 because of the failure of traditional data sources to answer important 
questions in rapidly changing modern health systems. 
121,124
 Case study design, which has 
both flexibility and rigor, is often applied in studies that seek to track changes in a 
complex system as well as explore new areas and issues where little theory is available or 
measurement is unclear.
120,121
 Case study designs can involve single or multiple cases.
125
 
A single case design is generally ideal for studying extreme situations in order to validate 
a theory or for cases where the researcher did not have prior access. A multiple case 
design is carried out to corroborate evidence that seeks to enhance the validity of a 
study.
125
 This study uses multiple cases, because while the PI is not attempting to validate 
a theory, he does wish to contribute to the understanding of what permits or prevents QI 
methods from working, and how successful QI methods can be more effective, scaled-up, 
and supported over time.
17,18
 
5.3 Data collection 
Methods used to collect data included interviews, focus group discussions, and review of 
project documents. Details of each data method used are presented below. 
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5.3.1 Interviews 
The research team collected data from a broad spectrum of individuals and key 
stakeholders involved in the implementation of Project Fives Alive! (PFA) in three 
regions (Northern, Upper East, and Upper West) in the northern sector of Ghana. Data 
was collected in the Sirigu and Nakolo sub-districts in the Kassena-Nankani East and 
West districts respectively of the Upper East region; Hain and Sabuli sub-districts in the 
Jirapa district of Upper West region, and Busunu and Larabanga sub-districts in the West 
Gonja district of the Northern region.  
A five member research team consisting of the PI of the study and four 
experienced qualitative interviewers, who were fluent in the local languages of the study 
sites collected data. The research team conducted key informant interviews and focus 
group discussions using semi-structured interview guides (see appendices I to III). In 
both key informant interviews and focus group discussions, interviewers introduced a 
topic from a semi-structured interview guide and participants shared their beliefs and 
experiences through story-telling. The interviewers facilitated the process using active 
listening and probing on important themes that emerged from current and previous 
discussions. They also asked respondents to further explain vague issues and encouraged 
active participation from all participants. The PI coordinated fieldwork including training 
and supervision of interviewers, taking notes, and monitoring the activities of data 
collection. Data collection was carried out for a period of one week in each region. In the 
Upper East, interviews were conducted in March 2013, and September 2013 in the Upper 
West and Northern region.  
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Key informant interviews 
The PI conducted all key informants interviews (with QI team members, coaches, 
and improvement advisors, including district and regional health administrators and PFA 
project officers). All key informant interviews were conducted in English. QI team 
member interviews were carried out in consulting rooms of their respective facilities and 
those of coaches were carried out in their offices. Key informant interviews lasted 
between 30 to 45 minutes. 
Focus group discussions 
Focus group discussions (FGDs) were conducted by research assistants in 
community meeting venues, often under trees. FGDs involving fathers of children under 
age five and community leaders were held in the local languages of participants in each 
region. With the exception of one FGD that had four participants, the rest of the FGDs 
ranged between six and eight participants.
126
 FGDs ran between 60 to 90 minutes.  
Daily Debriefing   
The PI designed a semi-structured debriefing form so that each member of the 
research team could keep track of ideas or themes from each interview as they emerged 
during daily data collection and analysis in the field. The research assistants listened to 
FGD tapes and used their field notes to prepare debriefing notes and present them the 
next day. This strategy allowed data collection and analysis to be carried out 
concurrently. Further, the use of the form and daily debriefing was employed to improve 
the reliability of the findings and facilitated determination of saturation points (through 
debriefing and iterative data analysis and interpretation). All tapes were transcribed 
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verbatim, and then translated into English. All interview tapes and transcripts were stored 
on secure password protected computers.  
5.3.2 Review of project documents  
Project documents were also reviewed to learn about change ideas that have been 
initiated and sustained by QI teams in northern Ghana. Project Officers in each region 
guided the PI to identify and gather relevant documents. The main documents reviewed 
included reports by improvement advisors, presentations of QI teams at learning sessions, 
progress reports to key stakeholders and donors, and proposals that secured funding for 
PFA activities.  
The PI extracted the following information from the documents: the profile of QI 
teams, description of change ideas that have been initiated and sustained, achievements, 
the factors that shaped these achievements, challenges faced in implementing the 
application of QI methods into the health system of northern Ghana, and strategies being 
used to address these challenges.   
5.3.3 Research site selection and enrollment criteria 
In selecting research sites and study participants, the PI consulted project officers, change 
agents, and district directors of health to ensure that the appropriate sites were selected. 
The project officers’ inputs were based on their classification of the teams they coached 
and supported between 2008 and 2011, while change agents and district directors 
provided inputs based on their observations of changes in local conditions that occurred 
between the inception of the teams and after PFA and its project officers exited their 
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regions in 2011. 
Six cases or sites, a mix of 4 high performing teams (Sirigu and Nakolo of the Upper 
East region; Hain of the Upper West region and Busunu of the Northern region), 1 low 
performing (Sabuli of the Upper West region) and 1 unclassified (Larabanga of the 
Northern region) were selected with the following participants in mind 1) QI team leader, 
2) senior QI team member and 3) junior QI team member. The QI team members and 
clients in these sites were exposed to PFA activities from the pilot phase through the 
project’s exit. Although Nakolo was previously classified as high performing, at the time 
of this study, improvement advisors perceived and recommended that this study classify 
the sub-district as low performing due to changes in QI team leadership that affected its 
performance. Larabanga, on the other hand, was unclassified in 2011, but, at the time of 
the study, improvement advisors recommended that this study consider the sub-district as 
low performing because of staff redistribution, which occurred when Larabanga was 
created by separating it from a high-performing site. This selection mix allowed for the 
needed diversity suitable for addressing the research problem. 
121,123
 
The use of case studies involving high and low performing teams  is assessed in a 
study by Hogg et al.,
127 
who used this design to understand success and failure among 
physicians and nurses working in family practices in Canada. High and low performing 
PFA teams were classified by project officers on the basis of whether or not teams were 
reaching their antenatal, skilled delivery, and postnatal care goals. The project officers 
defined high performing teams as those, that meet regularly to discuss and plan how to 
deal with opportunities and challenges, and have a good communication system which 
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facilitates a feedback loop for improvement work, including following through on their 
planned activities and resolving identified challenges using the plan, do, study, act model. 
Project officers defined low performing teams as those that display a lack of commitment 
and generally have difficulty, keeping morale high and moving past the planning phase to 
test the changes, therefore often not reaching their care pathway goals.
128
   
5.3.4 Selection of key informant interview participants 
The PI purposively selected and interviewed the following individuals: 1 PFA project 
officer, all 3 district change agents, 2 regional change agents, and 1 regional assistant. 
These individuals were selected as coaches of QI teams and representatives of PFA and 
the Ghana Health Service.   To recruit and interview these key informants, the PI, with 
assistance from the PFA Director, obtained an introductory letter from the Director of the 
National Catholic Health Services, which he distributed to all regional change agents 
informing them about the study. The PI, with assistance from the project officers, then 
followed up with reminder calls before traveling to the study sites to conduct the 
interviews.  
5.3.5 Selection of focus group discussion participants 
To obtain multiple perspectives from project beneficiaries or MCH service users, the PI 
conducted focus group discussions (FGDs) among mothers and fathers of children under 
age five and community leaders (male and female) including community health 
volunteers (CHV) and opinion leaders that were actively involved in PFA activities in the 
catchment area of each selected case site. FGDs with men and women’s groups allowed 
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for comparison of male verses female perspectives on perceived improvement in the 
services delivered by the teams.  
The PI requested health workers to generate a list consisting of mothers and 
fathers of children under age five and community leaders (community health volunteers, 
opinion leaders, Imams and traditional birth attendants) in the catchment area of each 
case site. The PI, with the assistance of the CHV, then selected 1 eight-member male 
group and 1 eight-member female group from the list of each site. The PI invited the 
following for each FGD: 5 mothers or fathers, 1 CHW, 1 opinion leader, 1 TBA.  
To locate FGD participants, the change agent informed the QI team leader and a 
CHV from each site about the research team’s visit prior to the scheduled date. CHVs 
then accompanied the research team and introduced them to community gate-keepers 
(chief and elders) as part of the community entry and recruitment process. The gate-
keepers then instructed the CHVs to assist in locating and recruiting the selected subjects 
based on their availability and willingness to participate in the study. CHVs visited the 
homes of subjects and informed them of the day and time at least two days prior to the 
interviews.  
Response rate 
Overall the response rate was high. A total of 105 of 132 (80%) individuals that 
were targeted participated in the study (see table 4 below). Within group, the response 
rate for focus group discussions was generally high while that of key informant interview 
(KII) participants was mixed. With respect to focus group discussion participants, 42 
women and 43 men out of a total of 48 per group were interviewed. At individual sites, 
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representation was fairly even in all study sites except in the Sabuli sub-district where of 
the eight women and men per group that were invited, four women and six men 
participated in the focus group discussions. In the remaining sites seven or eight women 
and men per group participated in the FGDs. QI team members also responded well to the 
study as 12 out of the 18 individuals targeted were interviewed. At the various sub-
districts, the PI was able to interview at least 2 of the 3 QI team members that were 
targeted, except in the Sirigu sub-district in the Upper East region and the Sabuli sub-
district in the Upper West region where the research team found only 1 respondent each 
to interview. In terms of KII participants at the district and regional level, the response 
rate was rather low for District Health Directors, PFA project officers and officials of 
stakeholder institutions. Only one each of the three District Health Directors and three 
PFA project officers that were targeted participated in the study.  
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Table 4: Study Participants 
  Northern Upper East Upper West  
   West Gonja 
 
 Kassena-Nankani East 
& West 
 Jirapa 
 
 
Total 
Method Respondent type    Busunu Larabanga  Sirigu Nakolo  Hain Sabuli  
 
 
 
Key informant 
interviews  
 
QI teams 
 
 
 
2 
 
2 
 
 
 
1 
 
3 
 
 
 
3 
 
1 
 
12 
District change agents 
 
 
1   
 
 
1   
 
 
1  
 
 
 
 
 
3 
Regional change agents 
 
 
1   
 
 
1   
 
 
1  
 
 
 
 
 
3 
District Director of 
Health Services  
 
 
 
1  
 
 
 
 
 
0  
 
 
 
 
 
0  
 
 
 
 
 
1 
PFA project Officer 
 
0   
 
0   
 
1   
 
1 
Officials of Stakeholder 
Institutions 
 
 
0   
 
 
0   
 
 
0   
 
 
0 
 Subtotal 3 2 2 2 1 3 3 3 1 20 
Focus group 
discussions 
Women   7 8  8 8  7 4 42 
Men   
 
7 
 
7  
 
7 
 
8  
 
8 
 
6 43 
Grand total            105 
 
 
 
 
51 
5.4 Data Analysis  
Grounded theory (GT) processes were used in data analysis to uncover QI teams’ success 
and failure factors, factors facilitating or hindering the spread of QI best practices, and 
the steps being taken to ensure sustainability of successful QI practices over time among 
high and low performing QI teams in the northern sector of Ghana. GT “is an inductive, 
theory discovery methodology that allows the researcher to develop a theoretical account 
of the general features of a topic while simultaneously grounding the account in empirical 
observation or data.”129 GT processes used included the comparative technique and the 
three coding stages (open, axial and selective coding) described in detailed below. These 
rigorous research processes led to the emergence of concepts/categories as a theoretical 
explanation of the actions that continually resolve the concerns of the participants in 
MCH service delivery.  The exact process the PI followed for this study is outlined 
below. Data analysis from the outset was in line with GT processes. For example, semi-
structured debriefing forms were developed for both KII and FGDs (see appendices IV 
and V) containing established categories based on the original research questions. At the 
end of each FGD, the PI asked the research assistant to share his/her observations of key 
ideas, concepts, or themes from each of the FGDs that they moderated. To prevent them 
from doing this with preconceived ideas or a priori assumptions, research assistants were 
encouraged to share these ideas or concepts based on expressions made in study 
participants’ own words. To improve the reliability of their input into preliminary data 
analysis and interpretation, the PI asked the research assistants to listen to the tapes, fill 
the post-interview debriefing form, and present it the next day for discussions. The use of 
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the form facilitated assembling and sorting of preliminary codes and ideas that later 
formed the foundation of coding during post fieldwork data analysis. Further, key themes 
and important issues that were discovered during these debriefing sessions were pursued 
or probed in subsequent FGDs and key informant interviews.  
Post fieldwork data from each region was entered into atlas ti 6.2 data analysis 
software and analyzed separately and then combined. As a first step, data from the Upper 
East was analyzed and served as a template that guided subsequent data analysis in the 
Upper West and Northern regions. The PI and a member of his doctoral dissertation 
committee (JB) employed the constant comparative technique and the three coding stages 
of the grounded theory (open, axial and selective coding) suggested by Strauss and 
Corbin
130
 in 1990 to analyze data from the Upper East.  
Open coding involved attaching a descriptive label to segments (events, action or 
interaction) of each of the transcripts, field notes and relevant PFA reports, and 
constantly comparing previous concepts against new ones for similarities and differences. 
This also involved pooling similar concepts together to discover categories and sub-
categories based on their properties and dimensions (see table 5 for an example). In this 
respect, the PI started by coding the four client interviews and later the provider 
interviews in the high and low performing QI teams in the Upper East region. To ensure 
rigor, JB and the PI began by assessing inter rater reliability of coding using one of the 
client interviews.
131
 Applying inter rater reliability to the initial wave of analysis was an 
opportunity for the PI to test concepts compiled during data collection with JB. JB and 
the PI then selected the first client transcript that was ready for coding and independently 
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read through each line identifying ideas and coding them as key concepts. JB and the PI 
then met and compared codes for agreement.
131
 Where there was agreement, codes were 
maintained, and where segments of transcripts were labeled differently, JB and the PI 
discussed the differences and picked the code that reasonably described the data. Using 
these initial codes the PI developed a codebook, which then guided the PI to code the 
remaining Upper East region client transcripts using atlas ti 6.2. After coding of the client 
transcripts was completed, the PI and JB met and discussed emerging categories that the 
PI discovered based on similarities and dissimilarities among men and women within and 
between sites.  
Table 5: Open coding example  
Open code Category Property Dimension  
Perceived improved 
services 
Health seeking 
conditions at facility 
Positive nurses 
attitude 
 
Hot water to bath 
mother and child 
 
Hot flour water for 
women to drink after  
delivery 
 
Antenatal care – 
delivery 
Nurses are now nice 
to us when we seek 
care 
Perceived improved 
services 
 
Attitude and behavior 
of nurses 
 
Provider strategies for 
drawing clients to 
deliver at health 
facility  
No more insults and 
beating by nurses 
 
Nurses no longer slap 
women in labor 
 
Nurses now respect us 
 
Nurses are now 
patient 
 
Enough rest time 
between delivery and  
discharge 
Antenatal care – child 
delivery 
 
Labor – child delivery 
 
Child delivery – 
postnatal care  
 
Night time – day time 
 
Community health 
nurse – Midwife  
 
24/7  
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Through Axial coding, the PI made connections between categories discovered 
during open coding based on the context in which they were carried out, the conditions 
that gave rise to them, the action or interaction strategies by which they were expressed, 
and consequences of those strategies.
130
 Thus, axial coding helped in the expansion of the 
PI’s knowledge of the discovered categories. To better understand some categories and 
the relationship among them, the PI made a list and went back to the field and verified 
these categories during interviews in the Upper East region and the other two regions, 
and, based on the additional information gathered, made the appropriate revisions.   
The final coding phase, selective coding, was carried out in the latter part of the 
study, before the write up phase began. It was used to refine the various categories from 
axial coding which allowed the PI to present the core categories of the three elements of 
the study – facilitating/inhibiting factors for performance of QI teams, spread of best 
practices, and sustainability of those practices based on the interrelationship of the 
refined categories.  
5.5 Ethics 
Separate ethics clearance was obtained from the Institutional Review Board (IRB) at the 
Navrongo Health Research Center in Ghana in March 2013 and at the Boston University 
in the U.S initially in March 2013 and an extension in March 2014. As the study 
procedures posed minimal risk to study participants, verbal consent was sought and 
permission to use a tape recorder was requested from all study participants before each 
focus group and interview was conducted. 
55 
 
 
6 RESULTS  
6.1 Sample 
In-depth interviews were conducted with 12 frontline providers or QI team members, 6 
district and regional managers or QI Change Agents, 1 District Director of Ghana Health 
Service, and 1 PFA Project Officer (Table 6). At the community level, a total of 12 focus 
group discussions were carried out with community leaders, mothers and fathers of 
children under five years of age in the sub-districts (85 community members). In 
addition, PFA related reports, including those of improvement advisors and QI team 
presentations at learning sessions, were also used to inform the findings.  
Table 6: Types of respondents by study site  
  Northern  Upper East Upper West  
Method Respondent type  
West Gonja 
 (Busunu and 
Larabanga) 
Kassena-
Nankani East 
(Sirigu and 
Nakolo) 
Jirapa 
 (Hain and 
Sabuli) 
 
Total  
 
 
 
Key 
informant 
interviews  
 
QI teams 
 
4 
 
4 
 
4 
 
12 
District change 
agents 1 1 1 3 
Regional change 
agents 1 1 1 3 
District Director 
of Health 
Services  
 
1 
 
-- 
 
-- 
 
1 
PFA project 
Officer -- -- 1 1 
Focus 
group 
discussions 
Women  2 2 2 6 
Men  2 2 2 6 
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The key themes that emerged were: perceived changes in MCH service delivery, 
facilitating factors to improve MCH services, challenges inhibiting QI team success, best 
practices to sustain and efforts to sustain them, and mitigating measures to address 
barriers affecting QI team success. Each of these themes is described below. 
6.2 Perceived changes in MCH service delivery 
When asked to describe the key changes in MCH service delivery in their communities in 
the past three to five years, participants described the changes in two ways: improvement 
in health outcomes and improvement in MCH service delivery. Although perceived 
improvements in health outcomes are not process measures, nevertheless clients’ views 
on perceived improvements in health outcomes were consistent within and across sites, 
with study participants reporting improvements in disease control, morbidity and 
mortality.  
In the Upper East region, men and women in the Sirigu and Nakolo sub-districts 
observed improvements in health outcomes in their communities as: eradication of 
diseases such as measles, kwashiorkor, and tuberculosis, and zero recorded cases of 
stillbirths, maternal and child mortality in recent times. In the Northern region, men and 
women in the Busunu and Larabanga sub-districts observed improvements in health 
outcomes including reductions in polio, measles and maternal death, as well as reductions 
in teenage pregnancies. In the Upper West region, both men and women in the Sabuli and 
Hain sub-districts described improvements in health outcomes such as, the disappearance 
of some “strange diseases” in the communities particularly among children and pregnant 
women; healthier mothers and children due to reduction in malaria and eradication of 
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polio; decreased maternal and child deaths; and, women no longer dying during 
childbirth. A change agent in Upper West region confirmed these changes: 
“Regionally, I spoke to the [officer] in-charge of the children ward on Saturday 
morning and she told me that last month they recorded only one death and this 
month she hasn’t checked yet but she is sure they will record zero. Because they 
used to record like ten and eight deaths and now they record one or zero deaths 
up to the extent that the acting District Director who was acting as medical 
director there saw the sharp decline in the reduction in the deaths.”  
In terms of changes observed in the last five years in MCH service delivery, focus 
group participants, frontline providers, and managers described improvements in 
antenatal, labor and delivery, and postnatal care. However, there were differences in 
views between men and women at the community level. Men emphasized improvements 
around the introduction of programs and services that aimed at reducing the burden of 
health care costs on clients; women noted improvements in the attitude and behavior of 
nurses during antenatal care, delivery, and postnatal care. For example, men in Sirigu, 
Nakolo, Busunu, and Larabanga generally highlighted changes such as access to the free 
national health insurance scheme registration, free skilled delivery, free maternal care, 
and free distribution of mosquito nets, soap, and zom kom (a nutritious hot water drink 
made of millet flour) as changes over the past five years. Women in all the six study sites 
indicated that, nurses were more friendly and treated them like mothers and sisters; 
treated them better these days; took good care of them; were very patient with them 
whenever they visited the health facility; and followed up after birth to ensure that the 
woman and the child were in good health. Nakolo and Busunu men corroborated 
women’s observations with descriptions such as: nurses are kind, patient, respectful, 
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caring, well behaved, treat women during delivery “like their own”, and show great love 
and affection during MCH service delivery. In describing this client-centered approach 
being applied by providers in delivering MCH services, project beneficiaries compared 
nurses’ attitude and behavior with past behavior when nurses disrespected women 
including insulting and beating them during labor and delivery. The midwife in 
Larabanga confirmed clients’ views on provider bad behavior and indicated that this 
behavior was a key contributory factor that inhibited clients from accessing skilled 
delivery. She noted that the exposure of care providers to PFA QI efforts, which 
promoted a more client-centered model, led to positive changes in provider behavior and 
attitude. A Sabuli woman summarized the general feelings of focus group female 
participants as: 
“Now the nurses have changed when you come to clinic the way they welcome 
you and make you comfortable even if you do something wrong but they do not 
react with insults or beatings and sometimes use those mistakes to create jokes 
before they attend to you” 
 
The above sentiments suggest that the friendliness of nurses is not just limited to 
stress-free conditions, but that they continue to display positive attitudes and behaviors 
even when clients are not adhering to instructions. An improvement advisor confirmed 
that this new strategy that the health workers adopted is in line with the client-
centeredness model that PFA promoted throughout its time in northern Ghana, as a part 
of efforts for drawing clients to take up MCH services. Men from Hain observed that, 
over the past five year, the new friendly behavior of nurses during child welfare clinics 
(CWCs) has motivated many women to respond positively when asked to bring their 
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children for CWCs.  A regional change agent in agreement with clients offered two 
reasons for the improvement in staff attitudes towards clients. He believed that, first and 
foremost, providers have realized that a positive attitude and behavior towards their 
clients will help them save lives. He also added that an additional motivation for service 
providers is to get good performance appraisals, as good behavior and attitude are now 
criteria in the regional performance assessment. According to this regional change agent, 
as part of the QI efforts to move beyond focusing on MCH services coverage to include 
emphasis on quality, QI teams were trained to redesign MCH service delivery with 
particular emphasis on making the care environment friendly to clients. Due to these 
changes, including the friendliness of nurses and the availability of free maternal health 
that has apparently lowered the burden of health care costs on clients, women now have 
increased faith in the health system and are no longer scared to utilize MCH services. 
Another regional change agent indicated that all those engaged in the PFA activities in 
his region were excited when the annual performance review showed that improvements 
in antenatal care and delivery services were associated with the implementation of PFA 
activities in the region. 
6.2.1 Perceived improvement in antenatal care 
Regarding the individual elements of MCH service delivery, women in general felt that in 
the past five years there have been improvements in the way ANC services are delivered. 
They pointed to better delivery of nutrition information and availability of what they 
called “quality drugs”. They indicated that nurses were more dedicated in providing 
health education on personal hygiene and nutrition, especially the importance of 
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exclusive breastfeeding for the first six months of life, and preparation of the correct 
weaning foods. They observed that in addition to providing this information at the health 
facilities, these nurses also reinforce these messages during visits to client homes through 
outreach programs. Further, nurses now accompany patients to referral centers. 
According to women in Hain, this constant interaction has helped clients to promptly 
report complications. The prompt reporting of complications by clients and the prompt 
response from nurses has reportedly helped to avoid many children from dying from 
preventable causes. 
In the Upper East region, study participants also observed improved drug quality 
and availability as an important change in antenatal care services. Women said that in 
addition to education on sanitation and child nutrition, they were motivated to attend 
antenatal care (also referred to as weighing) because of improved availability of drugs, 
which they said were of higher quality than those they received in the past, and facilitated 
the health of the pregnancy, eased delivery, and resulted in healthy growth of the child. 
Men in Nakolo shared the views of women in the region about drug quality and indicated 
that the Nakolo Health center in their sub-district is now known for dispensing quality 
drugs that are effective in saving the lives of women and children. Men in Nakolo also 
observed that women in their community were able to correctly predict their due date as a 
result of the health information they received from nurses during antenatal care visits. 
6.2.2 Perceived improvement in safe delivery of women 
Study participants noted a number of significant improvements with skilled delivery. 
While women in Sirigu and Larabanga observed improvements in supplies of essential 
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health products, and the attitude and behavior of nurses; women in Nakolo and men from 
Hain talked about having access to nurses at all times and better access to delivery beds. 
For example, women in Nakolo said, compared to the past, they were now happy to have 
total or round the clock access to nurses during labor and delivery. According to these 
women, nurses now work on shifts to provide care for women in labor. The women also 
said that previously patients would often labor and deliver on the floor, but now they do 
so in facility beds. Sirigu women were appreciative of the traditional hot water bath, zom 
kom, and the drugs given to women after delivery. They were happy that this is a shift 
from the era when nurses did not care and left women and newborns without a bath for 
days after admission or delivery. Women in Hain said they now feel safe and free from 
trauma and pain during delivery. For example, these women noted that after delivery at 
the clinic the nurses make sure that no blood is “left inside their stomachs” and that they 
are now injected to prevent bleeding and pain as compared to the past when they bled for 
a number of days and had to rely on rags to continuously clean themselves to stop the 
bleeding. These respondents believe that women now look healthier after delivery than 
previously because nurses now care about preventing postpartum hemorrhage and blood 
loss. Furthermore women in Busunu indicated that nurses now “go the extra mile” to 
overcome challenges in order to safely deliver women. 
Men on the other hand, talked about improvement in the behavior of nurses and 
better access to painkillers during labor and delivery. Men in Nakolo said that they 
observed that QI efforts brought a lot of relief to pregnant women during delivery by 
improving access to pain killers. Sirigu men said they were happy to observe that nurses 
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no longer slap women during labor, nor do they disrespect and detain them if they could 
not pay the bill after institutional delivery. According to these men the nurses now treat 
women well with affection and love, and give them zom kom to replenish energy and lost 
blood, and facilitate quick recovery after birthing. These men said that all these changes 
at the health facilities are exciting and are encouraging more women to take up skilled 
delivery. 
6.2.3 Perceived improvement in postnatal care  
The day 2 and 7 policy, in which a health worker is required to monitor and provide 
postnatal care to newborns and mothers on the second and seventh day after birth, is 
aimed at improving health and survival. Participants consistently observed this policy as 
a major change in the sub-regions. Besides this change there were variations in emphasis 
on what participants observed as significant improvements in their respective sub-
districts. For example, women in Sirigu focused on improvements in services while 
women in Nakolo spoke of improvements in supplies at postnatal care visits. Men in 
general had little to say about postnatal care. In terms of specific improvements per sub-
district, women in Sirigu observed that if a mother or newborn was in a critical situation 
after delivery, nurses kept the woman and the newborn at the clinic for 2 days and took 
good care of them. They defined good postnatal care as including: bathing both mother 
and baby before discharge; allowing women who delivered at night to stay overnight to 
rest, regain their strength, and ensure that all is well with the baby before discharge; and 
finally, immunizing newborns a day after birth for good health and survival. Women in 
Nakolo shared the views of those in Sirigu concerning bathing mother and child, allowing 
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rest in bed before discharge, and early vaccination of newborns. They added that they felt 
pampered by the nurses during labor and delivery. Women in Nakolo also appreciated 
that healthcare providers gave them a cake of soap for washing baby clothes, mosquito 
bed net for preventing malaria, free maternal health care for mother and baby, and the 
follow up visits to their homes a week later to monitor the progress of mother and child. 
Sirigu men confirmed that nurses detained women and newborns with health problems 
for 2 days and took good care of them. Like women in the region, they said that the 
practice of detaining mother and child for monitoring purposes has contributed 
significantly to decrease maternal and child mortality in their sub-districts.  
In the Northern and the Upper West region, women appreciated that providers 
undertook follow up visits to their homes to see how mother and newborn are doing. In 
addition, Sabuli women were happy about the exclusive breastfeeding education program 
and that providers discussed with them family planning options that they said have 
helped save the lives of children in their community: 
“Okay family planning for example, the nurses have introduced this new idea 
called family planning for mothers to use because for the previous years mothers 
used to get pregnant when their children were still breast feeding which made 
children very weak and sometimes even die but for now if you attend PNC the 
nurses educate you on which method you can adopt to prevent early pregnancy 
during breast feeding.”  
6.3 Facilitating factors to improvement MCH services 
Study participants cited a number of key factors that have contributed to QI teams’ 
success in facilitating the changes presented above. The following were considered key 
contributory factors:  
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 Availability and accessibility of midwives in health facilities;  
 Better pay and training of QI teams;  
 Support from Community Health Volunteers;  
 Community acceptance of public health education messages;  
 Availability and accessibility to essential health products and supplies at health 
facilities;  
 Support from key partners; and  
 Government programs promoting MCH services utilization  
Each contributory factor is described as follows. 
6.3.1 Availability and accessibility of midwives 
Most participants expressed their belief that the presence of resident midwives in sub-
districts was critical, and often a major driver to QI team success. Clients who did not 
previously have midwives in their communities and later got one saw that as an important 
change that contributed to improvements in the delivery of MCH services, and that more 
women were willing to utilize these services as a result of the improvement. In the Sabuli 
sub-district, for instance, women observed that the arrival of a resident midwife made 
travel times shorter and that they no longer walked over a long distance to Jirapa, a 
journey which they dreaded, for antenatal and postnatal services. They also expressed a 
belief that the midwife organized the community health officers (CHOs) to conduct house 
to house outreach activities for monitoring the progress of pregnant women in the 
communities, and that these CHOs are now more kind-hearted in doing their job than 
during the era when there was no midwife. 
Men and women in focus group discussions also indicated that in addition to 
leading and organizing QI teams, midwives were committed in carrying out their work. 
They defined committed midwives as those that have made sacrifices beyond their job 
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description in a bid to draw women to deliver at their facilities. For example, in Sirigu, 
community health volunteers supporting the QI team in the delivery of MCH services in 
the sub-district reported that the midwife used her own money to procure zom kom 
whenever funds from the NHIS were delayed. Similarly, the midwife in Larabanga 
reported using her own funds (with no expectation of reimbursement) to prepare 
beverages for women to drink after delivery. Committed midwives see themselves as 
champions of skilled delivery in their sub-districts and providing beverages from their 
own resources to incentivize women to seek skilled delivery was the least they could do 
to save lives. The Project Officer assigned to the Upper West confirmed that midwives 
feel useful and satisfied if the sacrifices they make bring about improvements in the 
uptake of skilled deliveries in their sub-districts.  
“…..for the staff I think the fact that they get encouraged, they get motivated not 
just based on what they get in kind or in cash but the fact that the work 
environment begins to change. The midwife probably is posted to a sub district 
and for six months she just had about six deliveries ok and she knows that the 
core of her training is to deliver pregnant women. So the fact that this time round 
she is able to deliver sometimes 25 in a month prior to what she used to do, that 
alone gives her satisfaction because she now feels like she is being used, she is 
useful. She sees that some of those bad outcomes that would have happened at 
home or in the community, these days they are able to get them to manage and 
those that they can’t mange, they refer. So the idea that they are even saving the 
lives of babies and the lives of mothers is encouraging enough for them”  
 
Furthermore, there is an incentive for providers to get more births so their 
Internally Generated Funds (IGF - non-taxable revenue that is generated through the 
activities of health facilities as an additional source of funding) can go up so they can 
expand and better deliver services. 
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6.3.2 Better pay and training of QI teams 
The characteristics of QI teams were a major factor that determined the reliability of 
MCH service provision and whether or not clients used these services. Some clients 
perceived that improvements in the training and remuneration of frontline providers 
positively influenced the performance of teams in both high and low performing sites. 
These clients generally believed that, in the last three to five years, better payment and 
training contributed to making QI teams more dedicated, committed, friendly, kind, 
caring, and willing to follow up on home visits to ensure that mother and child are well 
and conduct community education. For example, women in Sabuli stated that the 
“Government pays nurses well these days” and “improved training of nurses” are two of 
the reasons why clients perceived improved services these days. The sentiments of a 
community leader in Nakolo represent the several voices that the PI heard from clients: 
“…….This is all because they [women] want to be happy in seeking health care 
and not to be treated inhumanely. It is similarly important to state that, there have 
also been times when very good and respectful nurses were brought to this 
community who have endeared themselves to many women thus swelling the OPD 
in the clinic just because they are people's persons and they show great love and 
affection to the women which in itself psychologically helps the healing process.”  
6.3.3 Support from community change agents  
In all the study sites, QI teams engaged Community Health Volunteers (CHVs) as agents 
of community behavior change to support QI efforts. Focus group participants, care 
providers, and managers in all study sites acknowledged the critical role that these CHVs 
have played in this regard. While both high and low performing teams engaged CHVs, 
respondents indicated that high performing teams went a step further to form men’s 
support groups and women’s support groups to supplement the efforts of CHVs in 
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mobilizing, educating, and assisting to deliver basic MCH services to clients. 
Furthermore, high performing teams targeted and recruited community members with 
specific qualities that enabled them to perform clearly defined duties as CHVs. 
In all the study sites, the high performing Sirigu sub-district QI team was the most 
successful in drawing on CHVs and men’s and women’s support groups. For example, 
both men and women focus group participants in the Sirigu sub-district indicated that five 
years ago the QI team engaged community members to support QI efforts. Respondents 
said they observed that the QI team had a clear plan throughout the recruitment process. 
The QI team, led by the midwife, contacted community leaders to identify and select 
people to help prevent maternal and child mortality, assist in maternal health education, 
and target men with strong traditional beliefs that prevented or scared their wives from 
seeking antenatal care and skilled delivery. Next, the QI team sought community health 
volunteers with the following specific qualities: significant experience working in the 
community; basic formal education; ability to quickly contact nurses in the event of a 
health problem so that the problem does not escalate; exhibit key personal qualities such 
as retentive memory, patience, kindness, and calmness in the face of challenges; and be 
willing to work without remuneration.  
Based on these criteria, the community selected volunteers with experience 
ranging between 7–17 years and the QI team engaged them through monthly meetings 
during which volunteers reported observations made in the community to inform the 
design of the QI team’s PDSA cycle. After testing this strategy for one to two years, the 
Sirigu QI team formed the men’s and women’s support groups to supplement the work of 
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the CHVs and to perform specific roles such as educating difficult men to allow their 
wives seek health care at the clinic, and interacting with men who did not care about 
pregnant women in their families. The men’s support group did not talk to these so-called 
difficult men alone. The men’s support group identified mothers of difficult men as 
powerful agents of change and involved them to re-enforce messages delivered to the 
difficult men. The women’s support groups also educated pregnant women on the 
importance of attending antenatal care, taking prescribed drugs, practicing exclusive 
breastfeeding, how to sleep, and how to relate with their husbands for a cordial 
relationship in the home. These roles were unique to only the Sirigu sub-district. 
The Sabuli sub-district was another area where CHVs formed specialist sub-
groups. Both men and women in the Sabuli highlighted the role played by the mother-to-
mother support group and CHVs to QI team success. For instance, the mother-to-mother 
support group educated women to engage in exclusive breastfeeding and initiated a 
skilled delivery campaign. 
In the remaining sub-districts CHVs supported QI teams by performing traditional 
roles such as mobilizing and organizing community members for durbars (community 
gatherings involving drumming and dancing, usually located at a central point or the 
market square centre, where community leaders such as chiefs facilitate the transmission 
of important information) and health talks with QI teams; assisting in public education 
campaigns; administering drugs to sick children; and recording vital statistics of children. 
Clients and QI teams believed that through these efforts, CHVs and men and women’s 
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support groups contributed to changing the public’s mentality about the importance of 
utilizing MCH services.  
6.3.4 Community acceptance of public education  
Study participants indicated that increased community acceptance of public health 
education promoting the utilization of MCH services was a key contributory factor to 
sustained QI team success in the past three to five years. Five sub-districts attributed the 
acceptance of messages entirely to QI team efforts, while in the Sabuli sub-district the 
unfortunate deaths of mothers and children involved in unattended skilled delivery also 
contributed to the acceptance.   
In the five sub-districts where QI efforts led to community acceptance, QI teams 
learned from women at antenatal care delivery points that men were one of the main 
barriers to the use of MCH services, especially skilled delivery. Based on this 
information, QI teams redesigned their public health education campaign by focusing on 
changing the behavior of men to support pregnant women and to also ensure that these 
women use skilled delivery. As already noted, this strategy led to changes in the behavior 
of men in these districts. For example, in the Sirigu sub-district, both male and female 
participants said that that men now show “love by pampering their pregnant women” and 
do not “easily get angry” with them as a way of supporting the pregnant woman. Further, 
the male participants said that they now understand that loving pregnant women is 
important, and that unnecessary fights between couples do not help the health of pregnant 
women and proper development of the unborn child, newborns and children. Women and 
the midwife in the sub-district also reported that men have responded positively to calls 
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for them to accompany their women to antenatal care as a way of motivating them to 
complete the recommended number of appointments. Similarly, women in Hain revealed 
that more women in their communities feel safe and enjoy access to skilled delivery 
because their family members including husbands and mother-in-laws are not only 
supportive, but also accompany them to the clinic to safely deliver. This is in sharp 
contrast to the past when women were made by husbands to deliver at home with no 
skilled personnel in attendance. 
Despite the focus of public health education campaigns on men, women in these 
sub-districts also reported that the campaigns influenced them in many positive ways. For 
instance, in Sirigu and Nakolo, women said that they now are more aware of advantages 
of skilled delivery over unattended skilled delivery at home, and that the risks involved in 
unattended skilled delivery at home are too high. They now know that the traditional 
birth attendant (TBA) does not have the ability to save the child and woman in the event 
of complications. They recognize it is safer to deliver at the health facility where nurses 
have drugs and the skills to deal with complications. Women in Sirigu compared their 
past delivery experiences in the local clinic (eight years ago) to recent ones (two years 
ago), and noted that there have been improvements in care. They cited less pain 
experienced in recent births because of the friendliness of nurses who no longer beat 
them during delivery and drugs given to ease the pain. Other women believed that the 
new skills of nurses saved their lives and those of their children when complications 
arose during delivery. Based on their positive experiences, they have encouraged other 
women in their communities to utilize MCH services at the clinic. In Nakolo, women 
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reported improvement in their personal hygiene practices based on knowledge acquired 
from the health education program; they cited practices such as washing down after 
farming so that the baby is not breastfed when the mother is dirty as leading to healthier 
children. 
In contrast, women in Sabuli sub-district, believe that the positive response from 
men is a result of a bitter experience in which a man lost his wife and child because he 
tried delivering her himself at home. Consequently, community members have banned 
unattended skilled delivery at home and have imposed a fine 20 Ghana Cedis (GHC) or 
equivalent of $10 U.S dollars on any family that intentionally allows a woman to deliver 
at home with no skilled personnel in attendance. Further, a mother-to-mother support 
group that was formed to promote exclusive breastfeeding prior to this incident has also 
expanded their focus to include an intensified public education campaign on the 
importance of antenatal care and utilization of skilled delivery services in the sub-district.  
Participants in general reported that the increased use of MCH services is a result 
of the combined efforts of nurses and community support groups. Participants believed 
that QI teams alone could not have been effective in getting health education messages 
across to effectively influence behavior change of traditional men. Participants in sub-
districts that formed support groups to complement CHVs believed that these support 
groups were helpful in getting difficult men with strong cultural practices to relax and 
give permission to women to seek maternal care. 
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6.3.5 Availability and access to essential medicines and incentive packages  
Participants also indicated that the presence of essential health products and food supplies 
at the health facilities was an incentive for women to use MCH services. QI teams that 
were successful in making the incentive packages available saw increased utilization of 
facilities. Participants cited:  free nutritious food including zom kom and legumes, such 
as soybeans and groundnuts, as the main examples of food supplies, and drugs, 
injections, soap, blankets, and treated mosquito nets as the key essential health products 
at the facilities. According to QI team members, both the food supplies and health 
products were procured using internally generated funds and provided free of charge to 
women utilizing MCH services. In addition, donations from humanitarian organizations 
such as the Catholic Relief Services, World Vision and the United Nations Children’s 
Fund supplemented the incentive package.  
 Men and women in the Upper East region said that they were excited about the 
improvement in access to quality drugs at antenatal and postnatal care. A follow up 
interview with the Upper East regional change agent to better understand what the clients 
in the region meant by improvement in drug availability and quality revealed that in the 
past 3 years the region had embarked on a drug campaign aimed at removing fake drugs 
from the system and to ensure that only drugs from the regional medical store found their 
way to clients. This drug quality campaign was unique to the Upper East region as the 
Change Agents for the Upper West region and Northern region were not aware of such a 
campaign in their regions. 
Men and women in the Upper East region were also appreciative of the 
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availability and supply of zom kom as a key motivating factor for women to deliver at 
health facility. These participants expressed the belief that the supply of zom kom helps 
to prevent postpartum dizziness and blood clots. They also said the zom kom enhances 
the flow of breast milk, helps the baby develop better immunity, replenishes blood after 
delivery, and helps women prevent postpartum stomach complications.  
 In the Nakolo, Larabanga and Busunu sub-districts, the QI team gave half bars of 
key soap (entire bar of key soap was GHC4 or $2) to women and TBAs as an incentive 
package to increase the utilization of antenatal care and skilled delivery services at their 
respective local clinics. In these sub-districts, TBAs were given half a bar of the key soap 
for referring or accompanying a woman to deliver at the facility and the other half was 
given to the woman for utilizing skilled delivery at the facility. In Nakolo, women got 
multiple half bars of key soap each for using MCH services. Besides the half bar of key 
soap that women received for skilled delivery, the QI team also gave a half bar of key 
soap each to women who participated in a monthly pregnancy school program that nurses 
organized to educate women on recommended antenatal care services.  Women in this 
sub-district said they felt pampered for getting the soap to wash their clothes and those of 
their babies after giving birth at the health facility. The views of a QI team member in 
Larabanga confirmed that indeed the soap strategy helps to attract TBAs and women to 
the facility.  
“…if they bring those women to the facility to deliver they will be given a bar of 
key soap and the pregnant woman too will be given a bar of key soap…….. So 
instead of paying for these things, they will rather come and deliver and get 
something to take home. That alone is something that encourages them to come to 
the facility to deliver.” 
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To complement the soap strategy, QI teams also educated TBAs about the risks involved 
in delivering women at home. According to an improvement advisor in the Upper West 
region, QI teams were encouraged to educate TBAs about risks of contracting HIV when 
not wearing gloves during delivery.  Care providers and their managers believed that 
using this two pronged strategy was the best way to engage TBAs and draw women to 
deliver in health facilities. 
Another important supply that facilitated QI team’s success was mosquito nets for 
malaria prevention. Clients in the six study sites reported receiving mosquito nets during 
antenatal care and after giving birth at their local health facilities. For example, women in 
all the study sites and men in Nakolo, Sabuli, Larabanga and Busunu indicated that 
women were provided with a net during pregnancy and then another for the newborn 
after skilled delivery.  
Providing these simple incentives to women was effective in the eyes of 
midwives. The midwife in Larabanga reported that, in her view, these incentives were 
responsible for a rising trend in institutional deliveries, from an initial five per month 
when the incentive program started, to over forty per month in the past year. 
6.3.6 Support from Key Stakeholders  
Other institutions in addition to PFA have contributed directly and indirectly to QI team 
efforts at the micro and macro levels. At the micro or community level, in addition to the 
role played by CHVs, direct support of community leaders was also identified as a key 
enabling factor of QI teams’ success. At the macro level, government policies and 
institutional efforts have indirectly supported and facilitated the success of QI teams in 
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the study sites. 
 To illustrate these efforts, at the community level, QI teams relied on community 
leaders such as chiefs, sub-chiefs, and assemblymen to effectively engage communities to 
reinforce messages about the importance of utilizing MCH services. To get community 
buy-in, QI teams worked with these community leaders to mobilize community members 
and resources, such as funds for transporting emergency cases and support groups for 
promoting MCH service utilization. For example, chiefs assisted in raising awareness 
about QI team activities in the Hain sub-district through their personal gongong (drum) 
beaters, and by mobilizing community members for durbars. A similar example was 
reported below by a community health volunteer in the Nakolo sub-district:  
“It is not in doubt that the chiefs have similarly been promoting the name of this 
health care centre. Usually before health care professionals at the district, 
regional or national levels visit this community, prior information is given to the 
chiefs who in turn announce to the various compounds in the community with a 
date set for the meeting. It could even be a durbar. The exciting part of it is that 
the chiefs mobilize all of us at the market square centre amid drumming and 
dancing to the excitement of all and sundry. The culmination is the health 
education that the officials would provide the community thus further uplifting the 
image of the health centre.”   
In addition, community leaders have facilitated QI team success by raising funds 
for transporting women who need emergency care to the health facility. For example, in 
the Sabuli sub-district, chiefs have led a campaign whereby families are levied a fine for 
deliberate unattended skilled delivery at home and the money is kept at the community 
level and used to buy fuel or pay for transportation of women, in emergency cases, to the 
health facility. Clients and the QI team leader in the Sirigu sub-district said that the chief 
and assembly members have always facilitated and participated in monthly meetings 
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organized by QI teams and CHVs to strategize on how to better reach their targets and 
better deliver MCH services. 
At the macro or institutional level, government, non-governmental organizations 
(NGOs) and international donors have played direct and indirect roles in facilitating QI 
team efforts to better deliver MCH services (Table 5).  
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Table 7: QI Team Partner support 
Name of 
Institution 
Area of support  Reason  
Under 
2yrs  Or 
 
Above 
2yrs Region  Impact 
Situation  
Source of 
information  
Project Fives 
Alive! (PFA) 
Learning session 
and supervision 
QI teams to 
share 
experience; and 
mentor and 
coach teams 
Entire 
lifespan 
of project All  
Technical 
assistance to QI 
efforts Phased out 
Providers, 
managers, and 
project 
officers; 
project reports 
Ghana 
Health 
Service 
(GHS) 
Learning 
sessions 
QI teams to 
share 
experience; and 
mentor and 
coach teams 
Entire 
lifespan 
of project All 
Sustainability 
efforts 
Phased out due to 
lack of funds 
Providers, 
managers, and 
project 
officers 
Soap  
Motivate 
women and 
TBAs to take 
up skilled 
delivery 
Long 
term 
Northern 
Region 
(NR) Delivery 
Temporally out of 
supply at the time 
of study  
Providers and 
district 
director 
National 
Health 
Insurance 
Authority 
Free maternal 
care 
Motivate 
women to take 
up MCH 
services 
Long 
term 
All 
regions 
Continuum of 
MCH care 
Available during 
study Respondents 
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Name of 
Institution 
Area of support  Reason  
Under 
2yrs  Or 
 
Above 
2yrs Region  Impact 
Situation  
Source of 
information  
(NHIA) 
Navrongo 
Health 
Research 
Centre 
(NHRC) 
Transport 
Labor  
Transportation 
of referral and 
emergency 
cases 
Registering 
children for 
free NHIS and 
pregnant 
women for free 
maternal care 
Long 
term 
Upper 
East 
Continuum of 
MCH care 
Available during 
study Respondents  
World Vision Delivery beds  
Increase 
number of 
delivery beds in 
West Gonja 
district 
Short 
term  NR Delivery  Phased out  
District 
director 
World Vision Blankets 
Motivate 
women to take 
up skilled 
Short 
term NR Delivery  Phased out  
District 
director 
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Name of 
Institution 
Area of support  Reason  
Under 
2yrs  Or 
 
Above 
2yrs Region  Impact 
Situation  
Source of 
information  
delivery 
Unknown 
organization Baby clothes 
Motivate 
women to take 
up skilled 
delivery 
Short 
term NR Delivery  Phased out 
District 
director 
Catholic 
Relief 
Services 
(CRS) 
Soap  
Motivate 
women and 
TBAs to take 
up skilled 
delivery 
Short 
term 
UER, 
UWR Delivery  Phased out 
Project 
officers 
Training on the 
promotion of 
appropriate 
feeding practices 
among women 
Food (pulpy nuts 
and oil) 
Improve 
nutritional 
status of 
women and 
children 
Short 
term UWR 
Continuum of 
MCH care Phased out 
Project 
officers 
UNICEF Funding for 
performance 
Support efforts 
to improve Long All 
Review and 
dissemination of Available during Project 
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Name of 
Institution 
Area of support  Reason  
Under 
2yrs  Or 
 
Above 
2yrs Region  Impact 
Situation  
Source of 
information  
Review meetings MCH service 
delivery 
term regions  QI team activities 
at stakeholder 
meetings 
study officers 
Japan 
International 
Cooperation 
Agency 
(JICA) 
Built CHPS, 
delivery beds, 
doppler fetal 
monitors, 
weighing scales,  
gas boiler & 
stove 
Support efforts 
to improve 
MCH service 
delivery 
Long 
term  UWR 
Continuum of 
MCH care 
Plan to build more 
in the next 2yrs  
Project 
officers 
Danish 
International 
Development 
Agency 
(DANIDA) 
Built health 
centers 
Support efforts 
to improve 
health care 
service delivery 
Long 
term UWR 
Continuum of 
MCH care Unknown 
Project 
officers 
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The contributions of local governmental and nongovernmental organizations to QI team 
success were limited to only the region in which they operated, while international NGOs 
including the Catholic Relief Services, UNICEF, and government agencies, such as the 
Ghana Health Service and the National Health Insurance Authority (NHIA), contributed 
in all three regions. Both high and low performing teams within districts appeared to have 
enjoyed similar institutional support.  
In the Upper East region, men and women were appreciative of the contributions 
of the Navrongo Health Research Center (NHRC) and Catholic Relief Services (CRS). 
For instance, the NHRC workers were also involved in dispensing malaria drugs to 
children at health facilities, and also facilitated registering children for free national 
health insurance, and pregnant women for free maternal care. Finally, NHRC workers 
also participated in community education through house-to-house visits. In the Upper 
West region, the Japan International Cooperation Agency (JICA) and the Danish 
International Development Agency (DANIDA) assisted the Ghana Health Service to 
build health centers and Community-based Health Planning and Services (CHPS) 
compounds. The World Vision supplied blankets and beds in the Northern region.  
Institutions that supported and facilitated QI team success across the three regions 
contributed mainly in the area of training of QI teams and community health volunteers 
(CHVs); provided incentive package that QI teams used to draw clients to MCH services; 
and provided improvement advisors that supervised, coached, and mentored QI teams to 
innovate and improve upon their performance. For instances, PFA and Ghana Health 
Service sponsored learning sessions were the main platforms in all regions where QI 
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teams were trained on QI application methods and theory; these platforms enabled QI 
teams to share experiences on ways to innovate. According to the senior QI team member 
of Larabanga, PFA stimulated providers through constant field visits, calls, and coaching. 
The NHIA’s free maternal care was seen by clients, expressed below by a chief in the 
Northern region, as a major change that contributed significantly in reducing the burden 
of health care costs, improved access to care providers, and motivated clients to use MCH 
services.  
“Truly it is a good thing to the pregnant women and we the husbands too. For 
instance, in time past we used to pay a lot for medical care especially issues 
related to pregnancy. However, since the Busunu Community clinic came here, 
medical care has generally been free as a result of the health insurance and this 
has motivated our wives to attend medical care frequently. This has thus reduced 
our burdens and worries as husbands…..”  
 
CRS, through its Community Initiative on Maternal, Child and Newborn Survival 
(CIMACS) project, supplied bars of soap to TBAs and women to motivate women to use 
skilled delivery. In addition, CRS trained CHVs to promote appropriate nutrition for 
pregnant women and exclusive breastfeeding practices. UNICEF has funded performance 
review meetings in all regions and supported regional health directorates to provide 
logistics such as fuel and motorbikes for QI team outreach activities. These resources and 
support facilitated QI team success in both low and high performing sites. 
6.4 Challenges inhibiting QI team success 
Study participants described several barriers to PFA and QI teams’ success including the 
following: 
 Staff turnover,  
 Inadequate supervision from improvement advisors,  
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 District change agents saw QI work as an extra burden and gave it low priority  
 Difficulty motivating Community health volunteers,  
 Cultural practices,  
 Inadequate logistics/infrastructure,  
 Blaming women, and  
 Tension between the Ghana Health Service and the Christian Health Association 
of Ghana.  
There were variations in barriers as perceived by focus group participants and those 
experienced by QI teams and improvement advisors. In focus groups, men’s perceived 
barriers to QI team success focused on cultural barriers while women’s focused on 
logistical and infrastructural challenges at the point of care.  
6.4.1 Staff turnover  
High staff turnover was reported as a major challenge that inhibited QI team success. QI 
team members and improvement advisors reported that critical staff were frequently 
transferred, left for further studies, or retired when they were needed to complete PDSA 
cycles. QI team members in most study sites indicated that the departure of critical staff 
such as midwives hurt their performance and in most cases reversed gains achieved over 
time. Even when the departed midwife was replaced with a medical assistant, teams 
hardly recovered from the loss because the medical assistant lacked midwifery training to 
monitor and deliver pregnant women. One of the study sites exemplified this situation 
whereby the midwife left for school and the Ghana Health Service found it difficult to 
replace her with another midwife. As a result, the team moved from high to low 
performing due to failure to sustain supply of MCH services to their clients. The medical 
assistant that replaced the midwife, functioning as the QI team leader, indicated that the 
QI team stopped functioning when he took over as the manager of the sub-district. He 
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said he had been working hard for a year and half to get the team back on track, but 
without success. He revealed that, in spite of an incentive package in place for TBAs to 
bring women to deliver at the facility, the sub-district was no longer in position to 
effectively conduct antenatal care and deliveries due to the departure of the midwife.  
Similarly, there were dips in the number of deliveries in a high performing sub-
district when the midwife left for school and, in spite of multiple community health 
nurses being sent there to fill the vacuum, the number of skilled deliveries remained low.  
In the absence of the midwife, this team resorted to referring their clients to the District 
Hospital, but as described below by a team member, clients were reluctant to go because:  
“They say when you go there they won’t be attended to early and also the 
language barrier too. There are also financial problems because when you call 
for an ambulance it costs forty one Ghana cedi ($20.5) which is also a problem 
for the people.”  
 
Furthermore, generally people in this site do not like dealing with referrals 
because, as this QI team member put it, their clients do not want to deal with unfamiliar 
territories and providers: 
“Because, the way they know us here and we relate with them, when they go there 
they meet different nurses, whom they have never met before. Also the population 
over there is different, the numbers are greater.” 
In addition, frequent transfers of QI team members other than midwives affected 
team performance. While staff transfers created a vacuum at the departing site and 
increased workload, it created imbalance in team dynamics at the receiving site. A district 
change agent had this to say about the effects of staff transfers:  
“…let’s say a frequent transfer is one of the challenges. Because you are used to 
a place, you have established a way of carrying out things and all of a sudden 
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they say you should go. And you go to a different place and meet a different team 
and the way you do things or you used to think that team may not be seeing things 
towards that direction so it will take some long time before you can restructure 
things to work as you are supposed to be in a team. It’s a great challenge, the 
frequent transfer of our staff without taking note of certain critical areas.” 
6.4.2 Inadequate supervision from improvement advisors 
Project officers could not provide adequate support and coaching for district change 
agents and teams because of heavy workloads. Project officers were required to visit all 
teams assigned to them at least once every month, but as the number of teams grew over 
time, it was not possible to regularly visit and support all of them as planned. In addition, 
project officers and individual team members engaged in other activities such as 
workshops and review meetings that made it difficult for coaching and mentoring related 
meetings to take place. Whenever the project officer was available to visit and coach 
teams, the teams were not available because they were engaged in other activities that left 
no room for QI related meetings and, when the teams were ready, the project officer was 
engaged elsewhere. As an improvement advisor indicated:  
“The program officer wants to go to the field when the team is probably doing a 
different kind of thing; immunization, trachoma. There [are] a lot of programs all 
over the place; malaria, ITN sensitization, so all those programs sometimes don’t 
make the teams available. Sometimes, when the teams are available the program 
officer is not, probably not available because there is already a lot of load. In 
other words it’s impossible for the project officer to visit every team if for 
example he has 36 teams like me to visit every team within one month. Even if he 
was to be on the road every day, it was not going to be possible say within the 
period of four months; an active four months on average every team had two 
visits which was quite good anyway.” 
6.4.3 District change agents saw QI work as extra burden and gave it low priority  
QI work was given low priority by district change agents because of PFA’s emphasis on 
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contributing knowledge and QI skills rather than logistics, funds, and personnel to help 
ease their heavy workload. Change agents at the regional and district levels also reported 
their inability to carry out their tasks due to workload. As pointed out by the Director of 
Health Services in the West Gonja district, most Ghana Health Service officials saw QI 
work as an extra burden. Further, getting buy-in from some Ghana Health Service 
officials was also difficult because providers were generally used to working with 
projects that brought resources such as funds and logistics to support MCH service 
delivery. However, to most of the providers and managers, PFA was not seen to be 
bringing resources that were directly felt by them. Rather, the Project’s emphasis on 
contributing knowledge and QI skills limited the degree of buy-in of some Ghana Health 
Service leadership at the district level. As the Director of Health Services in the West 
Gonja district indicated:  
“Any time that the team came around, maybe if you ask some of the people, Isaac 
and co when they come I will also ask some of my people from the DHA .... I ask 
them can you join the team today and they went the first time, the second time 
they ran away so you only get those who have the interest.”  
 
As reported by several improvement advisors, this problem continued throughout the 
lifespan of PFA and the Project had to put in extra effort to ensure commitment from 
some providers and coaches. 
6.4.4 Cultural beliefs and practices 
Cultural beliefs and practices were seen as a major factor that inhibited QI teams from 
performing their tasks properly. The key challenges that both clients and providers 
reported were pregnancy disclosure, soothsayers, placenta disposal, families keeping 
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newborns away from the general public, and other cultural issues that made it difficult for 
providers to provide timely services for women to take up skilled delivery and for 
children to be immunized.  “Early pregnancy disclosure in the first trimester could lead 
to loss of the pregnancy,” was a belief that was strongly held by people across all the 
sites. As a result, it affected when some women initiated antenatal care attendance. 
Shedding light on the issue, a father of a child under five years old indicated that:  
“Actually, people in this community [Larabanga] have a belief that if a woman 
makes her pregnancy known to people at the early stage the wicked and very bad 
ones will spoil the pregnancy.”  
 
This belief was shared by clients in the remaining sites. For example, men in Sirigu 
indicated that some community soothsayers claim their gods do not permit pregnant 
women to go to the health facility, so it is hard for nurses to get these women to utilize 
antenatal services. QI teams confirmed this challenge and, as reported by a change agent 
in the Upper West region, people believe that early disclosure of pregnancy may result in 
miscarriage. Other people in the region also believe that only women who got pregnant 
outside marriage or ate food that people believe could harm the pregnancy seek skilled 
delivery. The general belief is that women who did not break either of these two taboos 
should be able to deliver on their own.  
“If you announce your pregnancy early you abort. There are a number of them in 
some of the communities especially in the middle belt….. The other thing has to 
do with when they are about delivering, we have some other cultural issues there. 
But that was addressing skilled delivery, they were like if you are sure that you 
are not promiscuous then you can deliver on your own. Otherwise when you go to 
the facility it means that there are some other reasons behind the pregnancy that 
you need help. The other reason is like when you are pregnant you are not 
supposed to eat an egg.”  
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Another problem that providers face in some sub-districts is disposing the 
placenta after institutional delivery. For example, in the Upper West region when a 
woman delivers her family often asks for the placenta because they believe that the 
placenta must be taken home and buried in the yard where they live. According to the QI 
team leader of the Sabuli sub-district, because of numerous instances when pigs and dogs 
have had access to placentas due to improper disposal by clients, the team has made 
efforts through public campaigns to educate their clients about the public health risks 
associated with carrying the placenta home and not burying it properly. To respect the 
culture, the QI team members in Sabuli hand over the placenta to the clients in a plastic 
bag to take home for burial. 
Another challenge that the QI teams face is difficulty accessing children to 
immunize. Newborns in most of the study sites stay indoors for days or months before 
they are brought out to any public place. This is because traditionalists in these areas 
believe that the newborn is fragile and can die if exposed to certain non-family members. 
According to CHVs in the Upper East region, this belief makes it hard to get the babies to 
postnatal care services in a timely fashion. Even when providers, through the assistance 
of CHVs, were able to locate a child that is due for immunization, soothsayers and 
parents would simply say that the child has already taken traditional medicine. 
6.4.5 Over reliance on PFA project officers 
According to key informants, the project was project officer driven as QI teams and 
change agents over-relied on the project officers to function and apply QI methods to 
MCH service delivery. This over-reliance on the project officers has left change agents 
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and QI teams feeling unprepared to be on their own after PFA moved out of northern 
Ghana. As summarized by an improvement advisor:  
“I think one of the biggest challenges of the project is that much of the success 
that has been achieved in most of the places is because it is project officer driven. 
A lot comes from the project officer, it’s not really about the equipment, and it’s 
not just about the fact that there is a community health worker here but the whole 
QI concept and applying it continuously, the impartation of that knowledge and 
moving from that capacity level to capability. Being able to do it and apply the 
things that they are doing is really so much dependent on the project officer.”   
 
While the project officers assisted in building the needed capacity for change agents and 
teams to succeed, key informants suggest that it was hard for most of the teams and 
change agents to perform on their own if project officers did not show up. For example, a 
senior QI team member in Larabanga had this to say about how QI teams would not get 
things going until they received calls from the project officer. 
“In an institution like this normally you need constant monitoring and when the 
project started anytime Mr. Ane calls or any of the guys when you see their calls 
you say as for these people calling again. Almost every week they will call me to 
ask, ‘how are you guys, we want to come around but we know you are busy’. Then 
you start putting things in order because you want things to be done and done 
well. And there was everything to show, we recorded everything because when 
they come they want to see everything on paper. Whatever you said was done they 
want to see it and they were people who were interested in records. That was 
what they used to evaluate you so you were doing it and doing it well because that 
actually showed that you did the work. Since then that is what we have been 
doing, it’s now part of us even though they are no more part of us.” 
The views expressed above suggest that some QI teams were doing their work because 
the project officers demand results when they showed up and not because QI teams saw it 
as something that should be done to enhance their own work.  Although the participant 
above indicated that keeping records to facilitate performance assessment continued post 
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PFA, most key informants revealed that supervisory visits by change agents were not 
happening after PFA moved out of the North to the South. Because of the 
overdependence on project officers, change agents were always waiting for the officers to 
show up before they would embark on monitoring and coaching field visits.  
6.4.6 Finance  
Financing for QI efforts was also reported as a major challenge in both high and low 
performing sites. Both clients and QI teams reported financial barriers to delivery and 
taking up MCH services.  Clients talked about poverty as a challenge to taking up MCH 
services, but were generally not specific about the aspect of health care that this affected. 
For example, this client said:  
“most of us, it is the problem of money. It is sometimes very hard to come by 
money to access health care.”  
 
A few linked poverty to getting transport to access services. At the QI team level, 
participants identified inadequate funding as a major challenge to sustaining the 
implementation of change ideas. At the management level, key informants and project 
reports revealed concerns about sustaining some key QI efforts due to inadequate 
funding.  
After enjoying support from PFA and its partners in terms of sponsoring incentive 
packages to draw clients to take up MCH services, QI teams, of late, are struggling to 
sustain the use of incentive packages for clients. For example, in the past year in the 
Upper East, QI teams have stopped supplying soap and zom kom because, as a QI team 
leader in Sirigu indicated below, the National Health Insurance Scheme (NHIS) is no 
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longer providing the needed financial support.  
“As for the ‘zom kom’, the money is no more there because health insurance is no 
more paying. So I have stopped it, I don’t have money to buy the millet........Last 
year around June that the last one got finished and I couldn’t get money 
again........... It is always a problem because sometimes I will go and they will tell 
me there is no money, the NHIS have not paid them so they don’t have money. It 
is always a problem and I don’t know where to go and get the money for the 
millet.” 
Alternative sources of funding that could be used to continue supplying incentive 
packages are internally generated funds (IGF). However, an improvement advisor in the 
Upper East region revealed that:  
“Financial support is our main challenge because the IGF generated in our 
various teams or facilities is something small and we cannot say lets rely on it to 
run only QI, we rely on drugs, we rely on other logistics to run the facility. And 
we use it to motivate people or clients to accept certain services within our 
facilities; it is a big challenge in terms of the finance.” 
 
Financial barriers also affected PFA and the Ghana Health Service’s ability to 
sponsor timely learning sessions, which are a key platform for QI teams to share 
experiences and spread innovations. PFA and Ghana Health Service were expected to 
jointly fund these learning sessions. However, delays in releasing funds from the national 
level have made it hard for regional level Ghana Health Service to fulfill their part of the 
agreement. Consequently, several learning sessions in the various regions were delayed. 
The last learning sessions organized in the various regions was in 2011. Since PFA’s 
departure, QI members are calling for more learning sessions, but there is no indication 
that a learning session will be organized soon.  
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6.4.7 Transportation  
Travel cost and access to transportation for emergency cases was a barrier for clients to 
promptly access care and for QI teams to carry out their work. The challenge was 
reported in both high and low performing sites and by male and female participants in 
focus group discussions. Ambulances, which were expected to transport clients to referral 
centers, were not available in sites such as Hain and Sabuli, while in Busunu, Larabanga, 
Nakolo, and Sirigu where they were occasionally available, clients felt it was too 
expensive to pay at least GHC ₵40.00 ($20) per ride to a health facility. Where 
ambulances were hard to access, clients relied on taxis that often charged higher fares to 
get emergency cases to health facilities.  This client sheds light on how clients felt about 
travel cost to health facility using a taxi.  
“I had a bitter experience that I would never forget. My wife was in serious 
labour and when I sent her to the clinic, we were referred to the Navrongo 
Hospital. However, due to the lack of a clinic Van to transport emergency cases, I 
had to arrange for a taxi which charged me Ghana ₵50.00 and you could 
imagine paying such a huge amount for transportation alone with other expenses 
yet to be followed.”  
 
Not all families could afford these taxis.  It was also not a guarantee that even 
families who could afford a taxi, if located in remote areas, would readily find a taxi on 
non-market days. A market day in Ghana is a socio-economic event that happens on a 
specific day of the week in towns or every 3 days in villages. Every town and village has 
a market day. During market days, people from neighboring villages travel to a central 
place to sell and buy goods and services, so it is easy to find taxis. On non-market days, 
taxis are hard to find because they move to the next town or village for business where it 
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is a market day. Thus, in many instances, poor and unlucky families resorted to the use of 
a motorbike, which involved carrying the driver, the woman in labor and a family 
member at the same time. Some families encourage women to deliver at home without 
the skilled personnel in attendance because carrying the woman on motorbike was 
perceived to be unsafe. A woman below shares her experience to highlight why some 
clients would rather prefer unskilled delivery at home.   
 “I have a personal experience which relates to our discussion. I remember 
vividly that when I was due and was subsequently rushed to the clinic to give birth 
that fateful dawn, we got there and unfortunately, there was no nurse or midwife 
at post and I had to go back home. Struggling on that motorbike on our way back 
home, the baby popped up and I gave birth in the fields. I therefore, attribute this 
kind of problem to the absence of the nurses at post at the time. I hope not to 
experience such a horrible situation again.” 
 
QI team members confirmed the transportation challenges reported by their 
clients and added that some communities are far from the health facility, thereby 
increasing travel costs. A midwife in the Northern region said,  
“There was no transport at all; the only transport we could rely on was motor 
bikes and bicycles. Looking at some of the communities, to ride from those 
communities to the facility with the pregnant woman was difficult so the issue of 
transport was one of the problems.”  
 
In addition to problems with client transportation, QI teams and improvement 
advisors reported transportation challenges that inhibited their work. QI teams reported 
that some of their motorbikes are in bad condition and sometimes have insufficient fuel to 
carry out outreach activities and respond to women in labor who cannot make it to the 
facility for skilled delivery. The few motorbikes that are available for field work are in 
poor condition because of their high levels of usage, and as a QI team member in the 
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Northern region put it:  
“The motor bike that we have is not strong. When you visit one place and come it 
develops a problem. Every day it is with the mechanics for repairs, so that one is 
our headache.” 
 
This view was shared by improvement advisors in the Upper East region. District change 
agents also identified transportation challenges that affected their ability to support and 
undertake coaching related field trips. Some districts have only one vehicle in the pool 
for use by all district officials, while others have more but in some instances cannot 
afford to fuel them for field trips. According to an improvement advisor in the Upper East 
region, the entire district relies on the same vehicle to do their monitoring and 
supervisory rounds. In most cases, district change agent’s planned field visits coincided 
with those of their director’s need for the vehicle to undertake a trip and it is usually the 
change agent who loses the fight for the vehicle.  
6.4.8 Motivating community health volunteers/ volunteer fatigue  
Community health volunteers feel they deserve some form of recognition for the part 
they play in improving MCH service delivery as they believe that without them QI cannot 
really succeed. Volunteers therefore indicated the need for PFA to provide better 
incentives to strengthen motivation. They argued that because they are constantly 
engaged in supporting QI teams they are unable to spend time on their farms and 
adequately support their families. Thus, some of the expectations volunteers put forward 
to enable them to support their families while volunteering include, sitting allowance 
(honorarium for participating in QI effort related meetings), enrolment into the Ghana 
Health Service as mainstream staff, and means of transport such as bicycles to make their 
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rounds. However, QI teams and their improvement advisors said it was challenging 
meeting these expectations. A QI team leader in the Upper East region put it well:  
“There are a lot of challenges because nowadays when the volunteers come for 
the meetings and after the meeting they expect to get something like sitting 
allowance. And I don’t have. And then, some of them complain they don’t have 
means of coming if we can help, but the money is not there so how will we do it?”  
  
Some of the advisors explained that because there are many volunteers in each 
community supporting QI teams it has been a major challenge motivating all of them 
financially. In the past when the number of volunteers were small, it was easy supporting 
all of them, but with recent increases in the number due to increasing demand for 
volunteer services, improvement advisors argued that even if they could, for example, 
find the sitting allowance for a given point in time, they fear that sustaining it will be a 
problem in the long term.  
Focus group participants, both men women, expressed concerns that if these 
problems are not addressed volunteers may withdraw their services, which would erode 
gains achieved so far: 
“To ensure that the achievements made so far in this community are sustained 
particularly in relation to the health care delivery, it is important to make sure 
that the implementers of these programmes, especially the nurses and volunteers, 
are adequately catered for. Their incomes should be improved with some 
accompanying incentives so that they will continue to give off their best to ensure 
that we have the best of health care in this community.” 
6.4.9 Competing demands 
Improvement advisors and teams, due to competing demands, have a lack of time to 
commit to coaching and mentoring purposes. This problem is pronounced in sites where 
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staff shortages were reported. District change agents noted their observation that staff 
shortages in some sites meant that nurses are often seen playing far too many roles, such 
as nurse, laboratory technician, the dispensary technician, report writer, manager, and 
coordinator to the District Health Management Team. Because several QI team members 
were overburdened this way, they found it difficult to make time to discuss QI issues 
when improvement advisors contacted them through phone calls or field visits.  
Change agents also reported getting to some facilities for coaching only to find 
that providers are engaged with many clients and the meeting with the QI team had to be 
postponed. There was then no guarantee that the same problem would not occur during a 
rescheduled visit. 
Change agents have competing demands that affected their availability to coach 
and be coached. A review of the profile of change agents showed that being a district, or 
regional change agent, is just one of the many roles they play in their districts/regions. 
Prior to serving as change agents, these officials already had their primary positions, 
mostly as the information officer or the public health nurse, and were also serving in 
other roles such as the Community-based Health Planning and Services (CHPS) 
coordinator or providing oversight to other projects such disease surveillance. As most of 
them indicated, it has been difficult effectively carrying out all their tasks.  
Further, change agents also have varying strengths and understanding of QI and 
this affected their support and coaching style. According to change agents at the regional 
level, district change agents who are information officers have backgrounds in 
biostatistics, and naturally tend to emphasize data quality when coaching their teams and 
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writing their reports. Conversely, district change agents who are public health nurses shy 
away from data quality because their strengths are in service delivery and therefore coach 
their teams to improve service delivery to the neglect of improving reporting quality. 
Consequently, the competences and specialization of the coaches impact the performance 
of the teams.   
6.4.10 Inadequate infrastructure  
Participants reported logistical and infrastructural challenges that affected quality and 
access of health care. Identified problems included limited delivery rooms and beds, 
inadequate housing, erratic or no electricity, irregular drug supply, and lack of 
refrigerators to store temperature sensitive drugs. In addition, the absence of ultrasound 
scanners required patients to be referred to regional hospitals for sonography. 
 In terms of limited delivery rooms and beds, some women in both high (Busunu 
and Sirigu) and low performing (Sabuli) sites said that they were now willing to take up 
skilled delivery, but sometimes when some pregnant women get to the health facilities, 
they could not get prompt and proper care due to limited space; others felt that the size of 
the delivery rooms were too small and uncomfortable for deliveries. 
 In the Upper West region, male focus group participants indicated that several 
nurses posted to their sub-districts reported for only a short period and then went away 
because of poor accommodation options. 
6.4.11 Blaming women 
Focus group discussion participants, especially older women and community leaders, 
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have also blamed mothers themselves for not taking advantage of the numerous 
opportunities that the health system offers for maternal and child care. This observation 
was limited to the Upper East region.  According to the men in this region, women who 
still deliver at home are:  
“…stubborn, not mentally stable, not smart and often do not report to facilities on 
time when they are in labor, resulting in unexpected delivering at home or on the 
way to the clinic”.  
 
Some women in the region, particularly women leaders, felt that pregnant women only go 
to the facility when their condition is critical, while others indicated that some mothers do 
not take the free maternal care seriously and still give birth at home because of “sheer 
negligence or laziness.” However, the younger women countered that the inability to 
report to the health facility on time was due to cultural barriers and the amount of work 
that they have to do in the home. 
6.5 Best practices to maintain and efforts to sustain them 
Study participants were asked to indicate the key best practices from QI efforts they want 
to see maintained and integrated into routine MCH service delivery in their respective 
sites.  
Sirigu:  
In Sirigu, men and women said they wanted to see the friendly and dedicated 
attitude of providers sustained to avoid a recurrence where providers slap and beat 
women who are in labor.  Men would want zom kom to be continued so that it will 
continue to motivate women to deliver at the clinic. Women also want zom kom 
continued to help women whose families could not properly feed them during the 
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postpartum period. There were other differences between men and women. Men would 
like to see cost reduction programs such as free NHIS and maternal care as well as 
NHRC workers assisting in MCH service delivery continue, whereas women would like 
to see postpartum needs such as the hot water baths continue. 
 The QI team leader agreed that zom kom and hot water baths were important, but 
she believed the male support group program should be made a top priority so that the 
group can continue to assist in mobilizing and drawing women to experience several 
other changes that are occurring in the health facilities. She said: 
“The male support group should be sustained because if they don’t encourage the 
women to come and I have my ‘zom kom’ here it will be there. But if the women 
are encouraged to come and if they then come they will see what is happening. 
They will see that there is water, there is ‘zom kom’ so they will be encouraged to 
come.” 
When it came to steps being taken at the facility level for instituting best 
practices, this team leader felt the QI team was in a helpless situation as facility 
management was not providing sufficient funds in support of incentive package for 
clients. However, she praised the male support group for gathering information and 
attending QI work related meetings.  
Nakolo:  
Both men and women in Nakolo shared the common view that the caring, respect, 
and committed attitude of providers during home visits, and the exclusive breastfeeding 
education program should be continued.  In terms of differences in what they want to see 
continued, men requested for the continuation of the regular supply of drugs, the 
community health volunteer program (including increasing their numbers and income), 
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motivating health workers with small gifts such as eggs from the community, and that 
community members should continue to show respect and patience to health workers 
during home visits. Women requested that QI teams should continue giving vaccines to 
their children to protect them against “measles, polio and small pox.” Women also 
requested that nurses should continue to be present at posts all the time to make the 
nurses more accessible. 
Mirroring their clients, QI team members in Nakolo believed that sustaining good 
provider behavior and mutual respect during provider-client interactions is essential to 
improving MCH service delivery and take up. A team member added that when providers 
continue to be nice to TBAs and volunteers and regularly use encouraging words, it will 
help sustain support from these important community stakeholders in the registration of 
pregnant women and skilled delivery. 
Hain:  
Hain men and women want continued access to the free NHIS and provision of 
Insecticide Treated Nets. In addition, while men want the good relationship between 
nurses and clients continued, women felt it is also important to continue public education 
on antenatal care attendance, maintain the community health volunteer program, and 
continue the provision of hot water for women to bathe after delivery. 
Sabuli:  
Vaccinating newborns during the first postnatal visit and health education on 
exclusive breastfeeding were the main best practices that both men and women in Sabuli 
want to see continue. There were differences though; men want the Day 2 and 7 policy as 
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well as training of community health volunteers to continue, whereas women said they 
want men to continue to give their wives the opportunity to attend antenatal and postnatal 
care instead of sending them to the farm on days that women are expected at the health 
facility for MCH care. 
The Sabuli QI team felt that QI efforts were collapsing in the sub-district due to 
lack of supervision and coaching and they wanted this issue highlighted as they feared all 
QI advances would be lost. Team members were posted to the sub-district after PFA left 
the region and thus did not participate in implementing the change ideas in the area. 
Besides the call from the district change agent to inform them about the research team’s 
visit, this team has not received any coaching related calls or visits by anybody for over a 
year. To prevent QI work from completely disappearing in these areas, a team member 
believed that regular visits from evaluators to talk about QI would motivate QI team 
members to maintain the limited QI efforts they currently have.  
“We Ghanaians are such that when we are doing something and it’s even good 
but it looks like you don’t receive the visit that was to come you begin to collapse 
on the way. I think once in a while when you pay us visits too to see how things 
are going I think it will help us to have some hope.” 
Busunu:  
In Busunu, male and female participants want to see the free distribution of soap 
and mosquito nets maintained. Men also want nurses to continue public education on best 
nutrition practices during the prenatal and postnatal periods. Women want the NHIS 
sustained to enable them to continue to access MCH services.  
 QI team members shared their clients’ views that sustaining the incentive for 
clients and TBAs (soap and nets) is important, but believe that a “backdoor” strategy that 
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is helping many women to disclose their pregnancy and comfortably access the full 
package of antenatal care should be supported and maintained. This is a strategy whereby 
a pregnant woman secretly visits a provider outside clinic working hours to disclose her 
pregnancy, get registered for first trimester, and receive drugs to protect the pregnancy. 
Larabanga:  
Men and women in Larabanga did not agree on what they want to see maintained. 
Men want to see education on personal hygiene during and after pregnancy and the free 
distribution of mosquito nets and soaps to the women during and after delivery continue, 
whereas women said the NHIS and reduction in maternal deaths was important. 
 QI team members indicated that they have already been able to institutionalize 
antenatal registration, first trimester registration, and the postnatal day 2 and 7 policy, 
through team work, personal sacrifice, and cooperation from the community. As the QI 
team leader remarked below, all of these best practices continue to work because of 
exchanging phone numbers and follow up calls by the team to check on their clients from 
prenatal through the postnatal period. 
“When you look at the antenatal registrants, first trimester registration, 
postnatal, first and second visits and skilled delivery something we have been able 
to sustain until this time. Before a woman gets here she will call, no woman will 
come here to deliver without calling that we have been able to sustain. Postnatal 
visits ensuring that you see the mother and the baby on the first to second days 
and the six weeks we have sustained. If you go through our records you will see 
that they have been able to sustain.” 
Another QI team member in the sub-district indicated that PFA efforts have 
taught and encouraged them to use data for monitoring progress and guide decision-
making. The practice of record keeping and relying on data has become a culture in 
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Larabanga.  According to this respondent, both QI team members and non-members have 
now developed the habit of collecting and recording data, and meeting monthly to 
conduct data analysis, which allows for evidence-based decision making in the delivery 
of MCH services. 
6.5.1 Sustainability efforts at PFA, District and Regional levels  
From the outset, each region put in place measures to own QI efforts. A step in this 
direction was initiated by top management at the regional health directorate level in all 
regions. For example, the Upper East regional change agent noted that the Regional 
Director of the Ghana Health Service sent letters to the districts and sub-districts 
instructing them to shift away from labeling QI efforts as belonging to PFA to belonging 
to the Ghana Health Service. 
“I will say that we had to stop people from saying project five because Regional 
Director even had to write a letter to say that we are not projectizing [the QI 
effort does not belong to PFA]. They have to sell to us ideas as to how to improve 
our services, it is ours it is not a project.” 
 
 Another effort which is in its initial stages in the Upper East is the selection 
of the acting Deputy Director of Clinical Care to serve as the regional change agent. The 
use of a top management official sent a message of commitment to PFA and ensured full 
cooperation from the district and sub-district levels. According to this regional change 
agent, providers generally expect new projects simply to bring money or incentives 
during supervision and monitoring, but as he observed, the use of someone of his caliber 
positively contributed in changing this behavior and expectation from the start.  
“…they will be looking at me and doing certain things. So Regional Director is 
coming on supervision and you expect him to carry money and come and give to 
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you? So there was a time they were not happy because I will be somewhat like 
director. So that was how we started, so what we did first of all for sustenance.” 
 
According to the PFA annual report in 2012, in the latter stages, before PFA left 
the North, a series of meetings were held between PFA and the three regional directors of 
health services, in which strategies for sustaining gains and moving QI efforts forward 
were developed. Some of the key outcomes of these meetings were: formation of regional 
QI teams to guide and keep QI efforts going; integration of QI into district and hospital 
reviews; and integration of QI support visits into District and Hospital routine 
monitoring. 
In general, positive progress has been made mainstreaming QI in the three 
regions. For example, the Upper West region reported promising signs of integrating QI 
support visits into routine monitoring at the district level. An improvement advisor 
indicated that change agents are now asked to draw their itinerary showing areas they 
intend to visit and the kind of activities they plan to perform. This information is then 
integrated into other activities that have been allocated resources for field visits. Any 
officers going on general supervision then has the opportunity to use information on the 
integrated itinerary to talk about QI if needed.  
However, some of the efforts noted above face serious challenges that cast doubts 
on the sustainability of QI work post PFA. For example, a regional change said:  
“I took all the project officers and our Regional Director was the team leader. We 
have divided ourselves into three teams which were Central, East and West but 
there were actually a lot of interruptions from the national level. You can see that 
about three, four and five members of the team are out including me. Sometimes 
you are forming and before you say jack you have all disintegrated, I am not 
saying the team is not cooperating but the fact that everyone who is a project 
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officer before you know you are called to Accra for about a week or two. I was in 
Accra for two weeks; Tamale for some time, you continuously stay away and that 
has been the difficulty or challenge.” 
6.6 Mitigating measures to barriers affecting QI team success 
6.6.1 Mitigating Transportation challenges 
Some teams are working with partners to address problems related to transportation. For 
example, the Sirigu team and their clients have taken advantage of Navrongo Health 
Research Center vehicles operating in the sub-district to transport emergency cases when 
needed. In sites that are not that fortunate to have these resources, QI teams have engaged 
community leaders who made their personal vehicles available whenever there was the 
need for transport. A Busunu team member described how they engaged the chief and 
community members to arrange transport for referral cases:  
“Early last year Busunu had a pick up so we moved to Busunu wura(chief) that 
anytime we have a case instead of calling Damongo which takes some time. We 
wanted to talk to him so that if the pickup is always ready and we have a referral 
case we will come, but the people will contribute to buy the fuel to take them to 
Damongo. So Busunu wura accepted and now he is doing that. So anytime in the 
night if we feel that a case needs urgent attention, we go to the guy and he will 
come. He is the only person responding to that.” 
6.6.2 Efforts to improve incentives for community health volunteers 
As part of efforts to better incentivize community health volunteers, QI teams and 
communities reported putting in place financial and non-financial measures. These 
included providing allowances to volunteers for assisting in immunization activities, 
providing communal labor on their farms, and acknowledging their contributions at 
community durbars and gatherings. Other measures are placing some volunteers into 
mainstream employment with the Better Ghana program (a national program that the 
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current national ruling party launched to enable the Mahama Administration to create 
jobs in Ghana through training and placement of unemployed youth in various sectors 
including health, agriculture, and education.). 
Existing community health volunteers, who were recruited to be part of the PFA 
program, have previously earned incomes for assisting providers as vaccinators during 
supplementary mass immunization campaigns such National Immunization Days. QI 
teams indicated that they are involving newly recruited community health volunteers in 
these campaigns to enable them to earn some income for the sacrifices they make. 
Through these activities, community health volunteers in all the regions are able to earn 
between GHC 60–100 per annum. Besides this platform, some districts are doing more 
for their community health volunteers to earn additional income. For example, in the 
West Gonja district, the District Director of health services has identified hard working 
community health volunteers (those who do their duties well and in a timely fashion) in 
the district and enrolled them as health promotion assistants with the Better Ghana 
program, where they are receiving a monthly allowance of about GHC 360 or $180.  
In terms of non-financial incentives for community health volunteers, community 
members and QI team leaders in the Upper West region reported that each rainy season 
they mobilize themselves and spend at least a day helping community health volunteers 
on their farms in appreciation for their contributions to the community. In most of the 
sites, community health volunteers are recognized at community gatherings, and, as this 
key informant in the West Gonja summarizes:  
“We try to recognize them in a way, if there are prominent people in our district 
we also let them see them if they are visiting and they call on the volunteer or if 
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they get to the community and they have a problem they call on the volunteer that 
alone gives some recognition to the volunteer. Some do not want the money per se 
but they want to be treated as human beings.”  
6.6.3 Mitigating Cultural barriers 
To address some of the cultural challenges, community members in some sites have put 
in place measures such as the use of bylaws to empower women to take up maternal care. 
In other sites, such as Busunu, the team has devised the “backdoor” strategy for women 
to disclose their pregnancy secretly to enable providers to give them the necessary health 
care.  
“They will just come at a later hour sometimes in the evening. She will come and 
say she is pregnant about two months and she doesn’t want people to know. So 
the midwife will register her, collect the book and put it here and give her the 
routine drugs and tell her if you know that you are healthy and there is nothing 
wrong with you, you should return in four weeks. But if you go and you have any 
problem, you can come at any time. So that you won’t carry the book home and 
people will see and know that you are pregnant......The strategy adopted here; 
coming in at anytime instead of you coming during the day for people to see you, 
you can come in the evening we call it ‘back door’.”  
 Community members in the Upper West have instituted a bylaw to discourage 
women and their families from engaging in unskilled home delivery. Collectively decided 
by the community, this local law imposes a fine of GHC20 or $10 on any family or 
individual who deliberately allows a woman to engage in unskilled home delivery.  
 QI teams in all sites have also used durbars and public forums as platforms to 
educate people on health issues relating to cultural practices. Similar events are used by 
community volunteers and opinion leaders to conduct health education, and focus group 
discussion participants in Sirigu, Sabuli, and Hain reported regular community meetings 
 
 
 
108 
with the assembly member, the chief, and other stakeholders who reinforced QI team 
messages. The clients believe these efforts are contributing to reduce harmful practices. 
6.6.4  Infrastructure solutions 
External agencies have provided logistical and infrastructural support to some QI teams. 
JICA has played a critical role in the Upper West region. For example, a QI team leader 
indicated that JICA gave them delivery beds, doppler fetal monitors, weighing scales, a 
gas boiler, and a stove to deal with electricity problems. An improvement advisor also 
indicated that DANIDA and JICA have built CHPS compounds to help bring MCH 
services to the doorstep of clients. In the Northern region, an improvement advisor also 
reported receiving blankets and beds from World Vision.  
Community members also reported playing an important role. In Sabuli, 
community members provide accommodation for Community Health Officers and trainee 
nurses on clinical programs as part of their contribution towards motivating these 
providers. Community members in Larabanga, Sabuli, and Hain regularly weed around 
the nurses’ residence and the health center to keep them clean. In Hain, a fine of GHC 
10.00 is imposed on people who refuse to participate in the communal labor towards the 
maintenance of the health center. Women in Nakolo said they were willing to contribute 
money to help acquire furniture for health workers and visitors at the clinic. 
109 
 
 
7. DISCUSSION  
Testing of changes using PDSA cycles has helped PFA QI teams to identify the felt needs 
of clients, and by adopting a client centered model to the delivery of services, perceived 
provider-client interaction has increased positively, resulting in prompt reporting of 
complications by clients and a corresponding response from providers. Consequently, this 
perceived improved interaction has led to QI teams’ success, including increased uptake 
of antenatal care, institutional delivery, and postnatal care services. While these perceived 
improvements were reported in both high and low performing sites, there are a few 
factors that make high performing sites stand out. 
7.1 High and low QI teams: the difference 
The study found two key differences between high and low performing teams in the use 
of community resources to improve MCH service delivery and uptake. A key factor that 
differentiated a high from a low performing team was the presence of a committed 
midwife (who has significant focus on the communities’ wellbeing) providing leadership 
at the sub-district level, and the ability of the team to identify, engage, and utilize diligent 
community change agents to support social mobilization efforts and the tackling of 
cultural barriers to the uptake of MCH services. 
While both high and low performing teams tested the engagement of community 
health volunteers to inform the design of PDSA cycles, high performing teams had a 
clear plan throughout the recruitment process. Further, high performing teams went a step 
further to form male and female support groups that supplemented the efforts of 
community health volunteers in mobilizing, educating, and assisting to deliver basic 
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MCH services. Furthermore, high performing teams targeted and recruited community 
members with specific qualities that enabled them to perform clearly defined duties as 
volunteers. This contributed to the perceived success in tackling cultural barriers, such as 
men with strong traditional beliefs who prevented their wives from seeking antenatal care 
and skilled delivery, and soothsayers who made pregnancy disclosure difficult for 
families. As supported by Haines’ review in the Lancet132, community health workers are 
likely to perform better if their tasks and roles are clearly defined than if they are 
expected to carry out a wide range of duties or have poorly defined roles.  
7.2 Perceived improvements in health outcomes 
Men and women reported improvements in health outcomes and service delivery. 
These perceived improvements in health outcomes were consistent within and across 
study sites, with study participants reporting improvements in disease control and 
mortality among children and pregnant women in the past five years. Men and women 
described disease control as the disappearance of diseases such as measles, polio, 
kwashiorkor, tuberculosis, and the reduction of malaria in the communities. Men and 
women also observed no records of stillbirths, and decreased maternal and child deaths. 
In general, using clients’ perception of improvement in health outcomes as one of the 
criteria to define quality is not commonly reported in the literature. Two studies in the 
literature reported similar findings in Zambia and Guinea. For instance, Haddad et al.
133
  
qualitative study in Guinea in 1998, found that clients used health recovery to judge the 
quality of care. However, as the authors acknowledged, defining quality based on 
improvement in health outcomes is generally considered as judging the technical 
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competence of providers; some researchers are concerned that clients do not have the 
ability to make these assessments.
134,135
 Given that focus group participants in this study 
included community health volunteers involved in community disease surveillance, 
immunization campaigns, Integrated Management of Childhood Illness (IMCI) and 
recording of vital statistics, one would expect these focus group members to have the 
expertise to correctly judge the quality of care and its contribution to improvements in the 
maternal and child morbidity and mortality situation in their communities. As Sofaer and 
Firminger
136
 indicate, clients educated in the basic expectations on their health status and 
possible health risks should have the ability to judge technical quality.  
7.3 QI team successes on MCH service delivery  
Focus group participants appreciated that there have been improvements in 
communication and information inflow between providers and clients in the past five 
years. Following consultations with women to better understand barriers to the uptake of 
MCH services, QI teams organized durbars and community meetings to listen to 
communities, and to determine the best way to move forward. Based on these 
engagements, changes and innovations were introduced. Using community health 
volunteers and support groups as additional communication channels, QI teams further 
engaged communities, particularly traditionalists, to explain the benefits of early 
antenatal care initiation, skilled delivery, and postnatal care, including immunization. 
This approach promoted high provider-client interaction during antenatal care and 
postnatal care at the various study sites. 
Women who were the ultimate targets of MCH services generally valued the flow 
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of nutrition related information during the delivery of antenatal care services. They were 
particularly happy with talks that influenced them to focus on the importance of personal 
hygiene, exclusive breastfeeding for six months, and the kind of food to prepare when 
initiating their child to food. Providers also followed up to clients’ homes through 
outreach programs to reinforce these messages. Despite this high provider-client 
interaction and the information flow during antenatal care found in this study, other 
studies reported that women received limited information during health talks and 
consultations in sub-Saharan Africa.
137,138
 In this study, clients’ appreciation of the 
nutrition information they receive during antenatal care may be influenced by their 
experiences with malnutrition and how it impacts maternal and child health. In a setting 
where malnutrition, particularly micronutrient deficiencies, contribute significantly to 
mortality among many children, women sharing their views on antenatal care service 
delivery may naturally emphasize issues they feel affect them most. In the same vein, 
providers who themselves are mostly natives and know many families with lived 
experience of malnutrition may consciously or unconsciously spend more time explaining 
the importance of nutrition related topics.  
Focus group participants also emphasized improvements in the attitude and 
behavior of providers across the continuum of MCH care. This change was new to 
women particularly multigravidae who have had previous encounters with providers 
before the inception of PFA’s QI efforts.  It was common practice for providers to insult 
or beat women during antenatal care, labor, and delivery, but in the past three to five 
years women have generally encountered more courteous care providers in more client-
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centered environments. Clients see this positive change in the attitude and behavior of the 
providers, which they identify as being respectful, kind, friendly, humane, “treating 
clients like human beings”, and caring. They perceive this as an improvement in the 
quality of MCH services, a finding that has been supported by the work of Haddad et 
al.
133
 in rural Guinea where clients used interpersonal relationships between themselves 
and providers to judge the quality of primary health care. Similarly, a qualitative study by 
Vera
139
 in 1993 at a maternal and child health-family planning  clinic in Santiago, Chile 
found that being “lovely”, concerned about clients’ life, and treating clients like human 
beings were considered important aspects of delivering quality services. Unlike clients in 
the Guinea and Chile study, clients and QI teams in this study indicated that they want to 
see this positive relationship between them sustained. To show how much they value the 
new relationship, community members are making efforts to continue them including 
paying visits to QI teams members to show appreciation for services received, organizing 
communal labor to help providers, and motivating them with small gifts such as eggs. 
Clients have also used geographic, organizational and financial access to MCH 
services to judge their quality. In some sites, the location of health facilities in the 
community means an improvement in access to health services because clients will no 
longer travel outside the community to seek MCH services. The availability and 
accessibility of providers, including midwives at health centers around the clock, 
including weekends, and through outreach programs, has made service provision more 
reliable than in the past. Free National Health Insurance and maternal care has also 
ensured that many women can now afford to seek the care they need. Men believed that 
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all these changes are major reasons why more women take up MCH services. 
This study found that clients value the day 2 and 7 policy as a key QI team 
success in MCH service delivery that has contributed significantly in MCH outcomes. 
Best practices that clients associated with this policy were that providers generally took 
good care of mother and newborn by bathing them, allowing them to rest in bed before 
discharge, and within a week, following up to deliver skilled care to the mother and 
newborn. 
Prior to the implementation of the postnatal policy, newborns were seen by a 
health provider in the first 2weeks of life and then 6weeks of life.
140,141
 However, 
research evidence suggests that the majority of neonates die in the first week of life and 
about half of them die within the first 24hours of life.
142
 Based on this evidence, the 
Ghana Health Service, in a bid to provide appropriate health care in the first week of life, 
used PFA’s QI teams to test the feasibility and effectiveness of the new policy in northern 
Ghana and have now scaled it up nationwide.
140
 
7.4 Facilitating factors for QI team success 
A number of factors facilitated QI teams’ success in delivering services that contributed 
to the perceived improvements in health outcomes. The following were considered key 
contributory factors: committed resident midwives and community support groups; 
incentive packages for providers and clients; support from key partners; and government 
programs promoting MCH services utilization. 
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Resident midwives, community health volunteers and support groups:  
Study participants indicated that the presence of resident midwives in sub-districts was a 
major contributory factor to QI team success. Midwives engaged in behaviors that 
fostered team success. A resident midwife improved geographic and organizational 
access to skilled delivery and reduced referrals of pregnant women to other facilities to 
deliver. The arrival of a midwife in a sub-district was associated with, the improvement 
in the organization of facility staff, their attitude and behavior, and outreach activities. 
Midwives led teams in testing changes through PDSA cycles and facilitated continuous 
and timely delivery of MCH services to clients.
143,144
 A committed midwife leading a QI 
team was a key factor that differentiated a high performing QI team from a low one. 
Clients and QI team members described committed midwives as those who are internally 
motivated and are always making sacrifices beyond their job description in a bid to draw 
women to deliver at their facilities. These sacrifices included using their own funds, 
whenever IGF ran out and funds from the NHIS were delayed, to procure and sustain 
incentive packages for clients. Like service providers in the study by Bosu et al.
145
 in 
1997, committed midwives see themselves as champions of skilled delivery in their sub-
districts and they felt providing incentives from their own resources to motivate women 
to seek skilled delivery was the least they could do to save lives. 
QI teams relied on community leaders such as chiefs, sub-chiefs, and 
assemblymen and women to effectively mobilize community members, raise awareness 
through gongong (drum) beating, and reinforce messages on MCH service utilization. 
Community leaders also assisted in mobilizing community resources, such as selecting 
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community health volunteers and support groups. In some instances, they also raised 
funds by levying fines from families who deliberately undertook unattended home 
delivery and the funds were used to finance transportation of emergency cases of women 
to the health facility. 
QI teams also enjoyed enormous support from community health volunteers and 
TBAs in identifying pregnant women for first trimester registration, antenatal care, 
skilled delivery, and postnatal care. To ensure sustained behavior change for MCH 
services uptake, QI teams have used social mobilization approaches to engage 
communities to improve access, coverage, and utilization of MCH services in their 
catchment communities. In all the study sites, QI teams have used social mobilization 
approaches to engage community health volunteers in mobilizing and organizing 
community members for durbars and health talks, assisting in public education 
campaigns, administering drugs to sick children, and recording vital statistics of children. 
The positive effects of these roles and duties have also been reported in the Haines et 
al.
132
 review in the Lancet. Through these efforts, community health volunteers have 
contributed to changing public mentality about the importance of utilizing MCH services. 
Availability and access to incentive packages for clients and providers:  
The free National Health Insurance Scheme (NHIS) registration and free maternal care 
offered financial incentives to clients and were seen by focus group participants as a 
major change that contributed significantly in reducing the burden of health care costs, 
improving access to care, and motivating clients to take up MCH services. This study’s 
findings on the introduction of NHIS and a free maternal health policy are consistent with 
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other studies in the developing world. Systematic reviews on the effect of user fees on 
health care access including maternal health service utilization concluded that, in spite of 
their poor quality in research design, studies generally showed that exemptions had a 
positive effect on health services utilization particularly for antenatal care and skilled 
delivery.
146,147
 In Ghana, although the authors acknowledged a downward trend in 
maternal mortality, the findings of Bosu et al.
148
 in 2007  in the Central and Volta regions 
showed reductions in institutional maternal mortality ratios and delivery-related mortality 
ratios before the implementation of a delivery fees exemption policy.  
Access to quality drugs that clients perceived to facilitate the health of the 
pregnancy, improve ease of delivery, and contribute to the healthy growth of the child 
was vital for QI team success in some sites. Supplying clients with incentive packages 
such as zom kom, beverages, soap, blankets, and treated mosquito nets also facilitated QI 
team success for several reasons. First, these incentives were perceived to attract more 
women to take up antenatal care and utilize skilled birth attendance and thus contributed 
to increased MCH service coverage. Second, these incentives also contributed to closing 
the inequality gap by allowing poor women to access supplies that they otherwise could 
not have afforded. Finally, focus group participants believed that supplying nutritious 
drink such as the zom kom contributed in improving maternal and neonatal mortality 
because clients perceive the drink as contributing to the prevention of postpartum 
complications such as postpartum dizziness and blood clot, and the enhancement of the 
flow of breast milk for the newborn.  
While incentives motivated clients to take up MCH services, service providers 
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were also motivated to get more clients to deliver in their facilities so their operational 
funds from management would go up. Further, as Haines
132
 indicated in his review of the 
potential contribution of community health workers in achieving child survival, monetary 
or in-kind incentives were likely to reduce attrition and improve performance of 
community health volunteers. In conclusion, to improve MCH service quality and make it 
attractive to clients, service providers, community support groups, and clients all need 
some form of incentives for QI teams to succeed. 
Attitude and behavior of providers:   
Clients in this study judged the quality of service delivery based on the conduct of service 
providers. Several studies have shown that where clients perceived service providers as 
rude, unfriendly, impatient, or disrespectful, clients saw these attitudes and behaviors as 
equating with low quality of MCH service delivery and tended to generally utilize less of 
these services.
149
 On the contrary, this study revealed that clients perceived 
improvements in MCH service delivery quality if providers took good care of them 
including being perceived as friendly, kind, patient, respectful, caring, well behaved, and 
showing great love and affection. The findings from Bosu et al.
145
 in 1997 found that 
mothers attending child welfare clinics in southern Ghana perceived being received well 
and attended to with a good attitude to as reflecting high quality service. Similarly, in 
rural Bangladesh, service providers who showed respect and politeness to clients, were 
judged to be providing quality care.
150
  
This study found several reasons why service providers were displaying positive 
attitudes and behaviors: internal motivation to save lives, improvements in training and 
 
 
 
119 
salaries, increased internally generated funds, and better results on performance 
appraisals. Both providers and their managers indicated that they have realized that 
positive attitudes and behaviors towards their clients will help them save lives, but 
acknowledged that PFA’s promotion of the client-centeredness model offered a practical 
strategy for drawing clients to take up MCH services. Bosu et al.
145
 in 1997 also found 
that providers of immunization services in southern Ghana were satisfied with their role 
on the team because of their contributions in reducing childhood morbidity and mortality. 
These findings are also supported in industrialized settings where it is argued that service 
providers are intrinsically motivated to perform their tasks and not because there is 
payment or reward involved.
151,152
 In addition to internal motivation, training on a client-
centeredness model also facilitated QI team success. Like PFA QI teams, providers of 
reproductive health services in Pakistan who were exposed to the model were observed to 
have had better interactions with clients than before.
153
  
QI teams also sought other rewards for being courteous to their clients. Clients’ 
perception that service providers’ friendliness is influenced by increases in their salary 
may be consistent with the implementation of several incentives including salary increase 
to attract and retain essential service providers in rural and deprived areas.
154–156
 QI teams 
also adopted the client-centered model in order to incentivize clients to take up skilled 
delivery so their Internally Generated Funds could go up. In the Upper West region, 
providers showed positive behavior and attitude towards their clients as parts of efforts to 
get good appraisals. In addition to internal motivation,  Bosu et al.
145
 in 1997 also found 
that providers would be highly motivated if they were provided with logistical resources, 
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salary increase, payment of transport claims, and uniforms. Similarly, in Benin
157
 and 
Malawi
158
, increasing the salaries of nurses provided important motivation for them to 
deliver services in rural areas, but this was not the most important factor for nurses to 
provide services in rural Ghana.
154
 These mixed conclusions on what motivates QI teams 
to display positive attitudes and behaviors towards their clients suggest that efforts should 
be made to promote financial and non-financial incentives such as training service 
providers on the client-centered model, improving salaries, and carrying out regular 
appraisal on provider-client interactions. 
Support from Key Stakeholders:  
There were several key stakeholders involved in the QI process that contributed directly 
and indirectly to QI team efforts. Besides the role played by community leaders and 
volunteers, government policies, and institutional efforts have facilitated the success of 
QI teams at all the study sites.  
At the institutional level, various agencies have played direct and indirect roles in 
facilitating QI team success through the provision of training, incentives, and logistics. 
The activities of some local governmental and nongovernmental organizations were 
active in one region, while agencies of international NGOs were active across all three 
regions.   
In the Upper East region, the NHRC used its vehicles in conveying emergency 
cases of sick children to the main referral center in Navrongo. Further, NHRC workers 
were also involved in drug distribution and in supporting the registration of children for 
free NHIS and pregnant women to access free maternal care. JICA and DANIDA assisted 
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the Ghana Health Service to build health centers and CHPS compounds in the Upper 
West region. The World Vision supplied blankets and beds to improve skilled delivery 
services in the Northern region.  
Institutions that facilitated QI team success across the three regions were CRS, 
UNICEF, PFA, and governmental agencies such as the Ghana Health Service and the 
National Health Insurance Authority (NHIA). These institutions contributed mainly in the 
areas of: training of QI teams and community health volunteers to better promote and 
deliver MCH services; providing incentive package that QI teams used to draw clients to 
take up MCH services; and providing improvement advisors that supervised, coached, 
and mentored QI teams to innovate and improve upon their performance. For instance, 
the PFA and Ghana Health Service sponsored learning sessions were the main platforms 
in all regions where QI teams were trained on QI application methods and theory. These 
platforms enabled the teams to share experiences on ways to innovate. PFA project 
officers stimulated providers through constant monitoring, calling, and coaching. CRS 
supplied bars of key soap for motivating women to take up skilled delivery. In addition, 
CRS trained community health volunteers to promote appropriate nutrition for pregnant 
women and exclusive breastfeeding practices. UNICEF funded performance review 
meetings and supported regional health directorates with logistics such as fuel and 
motorbikes for QI team outreach activities. These resources and support facilitated QI 
team success in both low and high performing sites. 
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7.5 Challenges inhibiting QI team success 
Key challenges affecting QI team success were: staff turnover, inadequate supervision 
from improvement advisors, community health volunteer fatigue, cultural practices, 
inadequate logistics/infrastructure, and attitudes blaming women. 
Staff turnover: 
Midwives play an important role in achieving MDG’s 4 and 5 in resource-poor settings. 
However, there is a shortage of midwives in sub-Saharan Africa including Ghana.
38,159,160
 
This study found that midwives, who are trained to conduct deliveries, and care for and 
advise women during pregnancy, labor, and the postpartum period, frequently depart for 
further studies or are transferred at a time when they were needed to complete PDSA 
cycles. This loss of critical staff during these crucial periods often slowed down team 
performance and in some instances reversed gains achieved in antenatal care and skilled 
birth attendance. In the absence of midwives, QI teams referred clients to other health 
facilities for these services, but clients were reluctant to go because of the fear of dealing 
with unfamiliar providers, long waiting times, language barriers, and high transport costs. 
These findings are consistent with research evidence from Niger where Bouca et al.
6
 in 
2011 reported that high staff turnover of pediatric and obstetric experts from referral 
facilities affected the performance of the teams in adherence of clinical practices, 
including keeping newborns warm, extension of postpartum surveillance, and increasing 
length of stay after delivery.  
Although the World Health Organization recommends that health managers 
should support frontline providers in rural areas to develop their careers,
161
 the timing of 
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the career advancement of a midwife participating in QI project should be carefully 
planned to avoid the disruption of PDSA implementation. 
Inadequate supervision from improvement advisors: 
Project officers could not provide adequate support and coaching for district change 
agents and teams because of heavy workloads. Project officers were required to visit all 
teams assigned to them at least once every month, but, at the latter stages of the project, 
the number of teams grew to a point where it was not possible for project officers to 
regularly visit and support all of them as planned. Bouchet et al.
100
 in 2002 reported 
similar challenges in Zambia where coaches could not regularly visit QI teams due to 
shortages of trained personnel and transport facilities.  
Change agents at the regional and district levels also reported their inability to 
carry out their tasks due to workload and staff turnover
162
. Most Ghana Health Service 
officials saw QI work as an extra burden. Further, getting commitment from some Ghana 
Health Service officials also was difficult because providers were generally used to 
working with projects that brought resources such as funds and logistical resources to 
support MCH service delivery. However, for most of the providers and managers, PFA 
was not seen to be bringing resources that were directly felt by them. Rather, the 
Project’s emphasis on contributing knowledge and QI skills made it difficult for some 
Ghana Health Service leadership at the district level to buy-in. As reported by several 
improvement advisors, this problem continued throughout the lifespan of PFA and the 
Project had to put in extra effort to ensure commitment from some providers and coaches. 
 
 
 
124 
Over reliance on PFA project officers: 
Project officers drove the QI process throughout the lifespan of PFA in northern Ghana; 
as a result, the ability of QI teams and change agents to operate on their own deteriorated 
after support from PFA project officers ended. Subsequently, change agents over-relied 
on the project officers to function and apply QI methods to MCH service delivery. Most 
teams and change agents could not carry out QI work without constant monitoring and 
supervision by project officers because it appeared some teams were doing their work to 
satisfy the project officers’ visit and not because QI teams saw it as something that 
should be done to enhance their own work. Although staff turnover and competing needs 
were cited as contributory factors, supervisory visits by change agents were also not 
happening after PFA moved out of the north because change agents got used to waiting 
for the project officers to arrive before they would embark on coaching visits. These 
findings are consistent with lessons from efforts to improve the supervision of family 
planning and health programs in developing countries (Kenya, Tanzania, Bangladesh, 
Nepal, Brazil and Honduras). Marquez and Kean in 2002 noted that many supervision 
interventions in these programs were effective on a pilot basis, but successes faded 
beyond the pilot phase due to staff turnover, end of donor support, and failure to make the 
systemic changes in human resource management necessary to maintain gains in health 
worker performance.
162
  
Further, the findings also suggest that change agents lacked the confidence in 
their ability to continue with supportive supervision without assistance from PFA project 
officers. On one hand, the overdependence of teams and their supervisors on the project 
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officers was created as a result of PFA’s commitment to achieve its goals. On the other 
hand, QI teams and their supervisors were concerned that PFA was not bringing funds 
and resources but rather adding work to their already over-burdened workload; these 
concerns translated into an initially poor attitude of QI teams and change agents towards 
PFA resulting in an overdependence on project officers. Though the design of PFA was 
for project officers to initially lead coaching and mentoring activities so that change 
agents could observe, take over gradually, and then fully lead the process, by the time 
PFA was due to exit, this had not happened. Instead, project officers dominated most QI 
related activities including leading the facilitation of learning sessions, and making most 
follow up calls and field visits to QI teams to ensure that QI teams recorded PDSA cycle 
data to guide decision-making. This overdependence left QI teams and change agents 
feeling unprepared to carry on QI work post PFA. When PFA was due to end, the change 
agents believed that they were not ready to lead QI activities on their own and saw this 
shaky foundation as a contributory factor to their inability to continue with supportive 
supervisory work. According to Salem and Beattie, confidence in one’s own ability and 
the ability of staff is one of the key characteristics of supervisors contributing to effective 
supportive supervision.
163
  
Cultural beliefs and practices: 
Cultural practices such as limited pregnancy disclosure, consultations with soothsayers, 
placenta disposal, families keeping newborns away from the general public, and other 
cultural issues made it difficult for service providers to provide timely services for 
women and children.   
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Clients in general have a belief that early disclosure of pregnancy may give “the 
wicked and very bad people” the chance to abort the pregnancy through spiritual means. 
As a result, these beliefs affected when some women initiated antenatal care attendance. 
Active hiding of pregnancy and delay in seeking MCH services was reported in Ghana, 
Malawi,
137
 the Gambia,
164
 and Zimbabwe.
165
 Limited pregnancy disclosure by women in 
this study and those in Malawi were directly linked to concerns about pregnancy. This is 
contrary to the findings of Pell et al.
137
 in 2013 that women in Ghana reported limited 
disclosure of pregnancy to avoid embarrassment if they did not bring the pregnancy to 
term.  
Disposal of the placenta at home by clients is based on the belief that the placenta 
and the baby must come home together. The practice of burying the placenta at home is 
not unique to the people of northern Ghana. In Uganda, though clients prefer service 
providers to properly dispose of the placenta, there is a similar belief that the placenta is 
the “second child.” Before the placenta is disposed, family members usually perform 
rituals to protect the womb and the survival of the child.
166,167
 The  Ministry of Health in 
Ethiopia in 1989 assessed placenta pits in health facilities and expressed concerns about 
lack of proper placenta pit design and the risk of underground water contamination.
168
 
Thus, the practice whereby QI teams disinfect the placenta before handing it over to the 
clients along with health education about risks associated with improper disposal is in the 
right direction in the provision of quality care.  
Another cultural belief inhibiting QI team success is the belief held by clients that 
women who deliver at the health facility go there because they anticipate difficulty 
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during delivery due to infidelity or breaking a food taboo, for example, by eating eggs or 
meats that are forbidden during pregnancy. Women who experience complications such 
as obstructed labor during childbirth are suspected to have broken these food taboos or 
engaged in extramarital affairs. It is believed that women who violate these norms have 
to confess by naming the food taboos broken or the men they had extramarital sex with 
before they can safely deliver. People in the study area therefore believe that women who 
seek institutional care anticipate these complications and choose to go to the service 
providers to confess secretly to avoid confessing to their families and community 
members.  Other studies noted similar food taboos and the “extramarital affair issue” as 
challenges in seeking MCH services in parts of northern Ghana and Nigeria.
169–171
 For 
example, pregnant women among the Kassena-Nankana of the Upper East Region are 
restricted from eating meat and groundnuts for fear that they will give birth to children 
with deformities or 'spirit children'.
172
 In the Asaba Division in the mid-west state of 
Nigeria pregnant women are not allowed to eat eggs or drink milk because of fear that the 
children may develop bad habits after birth.
170,171
 While some of these restrictions may 
deny pregnant women vital nutrients and subsequently affect the development of 
children, these beliefs and practices also negatively influence the health seeking behavior 
of women in the study area. 
Finally, it is difficult to access neonates for immunization and timely postnatal 
care in most of the study sites because parents believe that neonates are fragile and may 
die if exposed to non-family members. To reduce the risk, newborns are usually hidden 
from the public for at least a month. Participants of a survey involving malaria vaccine 
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trials in the middle belt of Ghana (Kintampo) confirmed that the practice occurs in 
northern Ghana, but the practice was not reported in the Kintampo area.
173
  
Transportation challenges  
Though the maternal care policy reduced economic challenges in accessing MCH 
services by subsidizing user fees and travel costs, access to transportation for emergency 
cases remains a major barrier for clients to promptly access care.
145,174
 Few people in 
rural Ghana have access to skilled birth attendants within a short distance.
22,37
 
Ambulances for transporting emergency cases were hard to access because they were 
either not available or prohibitively expensive for remote communities. Clients in 
geographically isolated communities relied on taxis that often charged higher fares for 
transporting emergency cases to health facilities.  Poor families in these areas resorted to 
the use of motorbikes to transport women in labor and those who felt that it was too 
dangerous to transport pregnant women on motorbikes had the women deliver at home 
with no skilled personnel in attendance.  
If vulnerable populations are to enjoy the full benefits of the free maternal care 
policy, special attention is needed to address transportation challenges. To help address 
these challenges, taxi drivers in some areas have made themselves available by asking 
women to contact them when in need of transport and some community leaders have 
offered their personal vehicles for transporting emergency cases who cannot afford public 
transport. QI teams are using outreach programs to offer MCH services to clients, but 
these efforts are inhibited by transportation challenges such as the frequent breakdown of 
vehicles and motorbikes and the lack of fuel to carry out planned outreach activities. 
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These different transport options to improve access to MCH services are not entirely 
addressing transportation challenges for both clients and providers in sites where they are 
being offered, but it can be useful for other teams, who are not already using these 
strategies, to adopt them. 
Financial barrier to the delivery and uptake of MCH services:  
Clients reported finding it hard to find money to travel to facilities for health care because 
of poverty. Similar reasons have been reported by other studies in parts of Ghana and 
Turkey. For example, Bosu et al.
145
 in a 1997 study identified financial difficulties as one 
of the major factors hindering attendance to immunization sessions; in their analysis of 
the 2003 Ghana Demographic and Health Survey data, Van de Poel et al.
175
 in a 2007 
paper noted poverty as a key contributory factor of inequalities in malnutrition in Ghana; 
and in Istanbul, Topuzoğlu et al.174 in 2007 reported that it is hard for socio-economically 
disadvantaged mothers to access postnatal services if the health center is distant, and 
some mothers could not fully vaccinate their children because of not having any money 
for transportation.  
QI teams are currently struggling to sustain incentive packages used to attract 
their clients to health facilities because projects sponsoring most of these incentive 
packages have ended or are facing financial challenges. For example, some QI teams 
have stopped supplying soap and zom kom/beverages for over a year now because the 
National Health Insurance Scheme no longer provides the needed financial support. To 
motivate their clients to continue to utilize institutional delivery, some midwives have 
resorted to using their own funds to continue the supply of some of these incentive 
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packages because the internally generated funds, that could have been used, are not 
sufficient to finance incentive packages and other logistical needs of teams. 
The learning sessions, a key platform for QI teams to share experiences and 
spread innovations appear to have stopped occurring. The last learning session for each 
district was jointly organized by PFA and the Ghana Health Service in the Upper East 
region in 2011. The next one has not been planned because of financial difficulties 
affecting the Ghana Health Service’s ability to sponsor these sessions.  
Motivating community health volunteers:  
This study found that while there was increasing demand for the services of community 
health volunteers in all the study sites, volunteers in most sites expressed frustration 
about poor financial incentives for the part they play in improving MCH service delivery. 
The volunteers argued that, without them, QI teams cannot succeed and felt that they 
should be rewarded with allowances (honorarium) for participating in QI related 
meetings, bicycles as a means of transport to carry out their work, and/or enrollment as 
mainstream staff into the Ghana Health Service. In their paper that examined the 
experience with using various incentives to motivate and retain community health 
volunteers in child health and nutrition programs in developing countries, Bhattacharyya, 
Winch, Le Ban
176
 in 2001 noted that this way of thinking is influenced by the fact that 
volunteers are not living in a vacuum, i.e., volunteers are part of and are influenced by the 
larger cultural and political environment in which they work.
176
 Volunteers in this study 
felt exploited because, while they are expected to work under difficult conditions without 
pay, on numerous occasions, after demanding incentives to work in the same difficult 
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rural settings, nurses have received cars and salary increments 
37,154
Due to this, volunteers 
believe that something can be done to better incentivize them. Further, clients expressed 
concerns that if volunteers’ needs are not addressed, they may withdraw their services. 
This is supported by scientific evidence from a tuberculosis control program in South 
Africa which suggests that non-payment of volunteers, especially males, may lead to 
about a 22% attrition rates within a year of volunteerism.
177
  
While teams generally prefer not to offer salaries to their volunteers’ for fear of 
long term sustainability challenges, the leadership of some teams are placing some 
volunteers into mainstream employment with the Better Ghana or National Youth 
Employment program that offers decent allowances to supplement income that volunteers 
get from assisting in national vaccination programs. However, volunteers on the Better 
Ghana program may soon lose their jobs because the Government of Ghana has recently 
put the program on hold to investigate corruption allegations against top officials of the 
program. At the community level, community members show appreciation through 
communal labor on the farms of volunteers, and by acknowledging their contributions at 
community durbars and gatherings.  
 Meeting the expectations of community health volunteers in terms of 
remuneration is a global challenge and there is a paucity of evidence to show what 
constitutes the right combination of incentives, financial and non-financial, to sufficiently 
motivate and retain volunteers.
176,178
 The existing evidence suggests that the honorarium, 
allowances, and non-financial incentives given to volunteers in this study are not enough 
to ensure their livelihood and that the absence of wages, as experienced in other resource-
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constrained settings, will threaten the effectiveness and long term sustainability of 
community health volunteer programs.
176,177,179,180,181
 As argued by the volunteers in this 
study and  supported by the existing evidence,
176
 being a community health volunteers in 
a poor setting comes with a high opportunity cost. Because they are constantly engaged 
in supporting QI teams, volunteers are unable to spend time on their farms and 
adequately support their families. Moreover, with the rate of urbanization accelerating in 
developing countries, the cash economy has gained prominence, and, as noted by 
Lehmann et al.
178
 in their 2004 review paper on the utilization and effectiveness of 
community-based health workers in Africa, volunteerism without a salary is difficult, and 
some form of monetary remuneration for work is mandatory.  
Inadequate infrastructure:  
QI teams have worked hard to encourage more women to utilize institutional delivery, 
but because of limited infrastructure including delivery rooms and beds for pregnant 
women, QI teams could not offer prompt and proper care. Even though some 
communities provided accommodation through the Community-based Health and 
Planning Services system in rural areas, inadequate housing for nurses affected their 
acceptance of postings. Similar evidence from a study by Lori et al.
37
 in 2012 to 
determine the perceived barriers and motivators influencing final year midwifery 
students' acceptance of rural postings in Ghana showed that inadequate housing was 
perceived as one of the key barriers to the acceptance of rural postings in Ghana. Clients 
in most of the sites also perceived the lack of amenities, including refrigerators and 
reliable electricity, as compromising drug and vaccine quality. Lack of electricity and 
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drugs in rural facilities in the Western region of Ghana were also reported.
156
  
In a bid to address infrastructure related challenges, PFA partners such as World 
Vision, JICA, and DANIDA, have supported the construction of health facilities and 
supplied beds in the study area. However, more investments efforts are needed to expand 
and accelerate these efforts. 
Blaming women: 
In some sites, older women and community leaders blamed women for seeking health 
care only when their condition was critical and that the reason some pregnant women 
gave birth at home without skilled personnel in attendance was because of sheer 
negligence or laziness. Similarly, research evidence from a qualitative study on antenatal 
attendance in northern and southern Ghana, Malawi and Kenya showed that women were 
motivated to seek early antenatal care only when they experience illness.
137
 The delay in 
seeking MCH services by younger women needs further investigation, but this behavior 
could be explained by low risk awareness or fear of dealing with perceived poor staff 
attitudes and behaviors, particularly in light of past incidents where women were 
disrespected and beaten when they went to the health facility.  
134 
 
 
8. RECOMMENDATIONS 
The experiences of QI teams in northern Ghana offer key lessons on the application of 
quality improvement methods for the delivery of MCH services, factors facilitating or 
inhibiting QI team success, and efforts being made to sustain best practices over time in 
resource-poor settings. When frontline providers participate in a collaborative that uses 
the model for improvement to accelerate changes in PDSA cycles, this builds their QI 
skills and leads to perceived improvements in the quality of MCH services. Based on the 
findings of this study, the following recommendations are proposed for decision-makers, 
public health practitioners, and QI teams involved in existing QI projects or planning 
similar projects in resource-poor settings. 
 
I. Implementers of quality improvement projects should design a capacity building 
program that gives change agents the time and space to coach and mentor their teams 
in ways that foster continuity of coaching beyond donor support. QI project 
implementers should ensure that QI work is embedded in the routine work of change 
agents so that, from the outset, change agents see QI as part of their work and not a 
separate project that will soon end. QI project implementers should also adhere to an 
implementation design that enables project officers to hand over coaching roles and 
responsibilities to change agents during the early stages of the project.  The transition 
period should aim at exposing change agents to experiences that reflect their reality 
and testing changes that reduces overreliance on project offices. Once change agents 
have built the needed QI knowledge, skills, and expertise, QI project implementers 
should guide them to adopt an integrated supervision approach (adding a checklist of 
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QI coaching visits and information into existing monitoring checklists so that QI 
supervision can be embedded in routine supervision activities). Instead of separating 
QI activities, and deploying change agents, vehicles, and other resources, the 
integrated supervision approach affords many district health managers the 
opportunity to learn and practice QI coaching efficiently. The Upper West region 
reported promising signs of reducing the burden of coaching on the change agent by 
leveraging more resources for the QI process through this approach. As PFA takes the 
project to scale, it is important, from the start, to incorporate the integrated approach 
into the implementation design to allow for adequate testing and mainstreaming 
before donor support ends. 
II. Decision makers at the regional and district health directorate should take into 
account PDSA cycle implementation before the transfer or release of midwives for 
further studies to avoid negatively affecting QI team dynamics and performance. Poor 
timing of the transfer or release of midwives significantly disrupts QI team dynamics 
and PDSA cycles. If a midwife has to leave in the middle of a PDSA cycle, decision-
makers should endeavor to replace the departing midwife with skilled personnel such 
as a trainee midwife who can monitor and deliver pregnant women. Trainee midwives 
can be brought in as part of their clinical field experience to overlap with a departing 
midwife. This gives the trainee time to acclimate before the midwife departs. 
Alternatively, a midwife in a neighboring sub-district could be asked to assist until a 
midwife is posted to fill the vacuum. These temporal replacement options may 
maintain the flow of PDSA cycles and prevent the reversal of gains achieved in the 
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delivery of health services. 
III. To reach their full potential in addressing the felt needs of clients, QI teams are 
encouraged to continuously consult women at the point of health care, and organize 
durbars and community meetings to gather additional information on barriers to the 
utilization of MCH services. These processes can help teams identify, engage, and 
utilize community resources, such as male and female support groups, for reinforcing 
health campaigns. QI teams, using PDSA cycles, are encouraged to test the use of 
community support groups as these actors are likely to perform better if their tasks 
and roles are clearly defined.  
IV. Decision-makers at the district and regional health directorate should invest in 
community support groups (TBAs, male and female groups) and formally integrate 
them into QI teams to maximize their role in social mobilization and the tackling of 
cultural barriers. While the composition of PFA QI teams is evolving from purely 
health providers to a mix of health providers and community support groups, the 
current relationship between these two actors is ad hoc and can easily disintegrate if 
the needs of the community support groups are not addressed. Tapping into existing 
incentive packages, internally generated funds (IGF), and engaging NGOs for support 
are some of the methods that this study found effective for mobilizing resources to 
motivate community support groups to provide continuous support to QI efforts. 
Community support groups showed more commitment to QI efforts in districts where 
such investments were made.  
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V. Decisions makers at the regional and district health directorate should engage 
stakeholders to mobilize resources for organizing learning sessions that provide the 
key platform for collaborative learning and sharing of ideas. Co-funding, which was a 
measure instituted by PFA partners for integrating and sustaining QI, is a good start 
but the list of institutions contributing funds should be broadened beyond the Ghana 
Health Service (GHS) and the National Catholic Health Service (NCHS). Expanding 
the list requires mobilizing all the key players, from local to international NGOs that 
have consistently shown interest in QI efforts. To motivate key players to better 
support learning sessions, current QI priorities could better be aligned with the goals 
and programs of mobilized institutions that are enthusiastic about QI efforts. 
138 
 
 
9. STUDY LIMITATIONS  
There is selection bias associated with the study that is acknowledged here. The findings 
of the study showed that perceived improvement in MCH service delivery resulted from 
the contributions of various actors including local and international NGOs. However, 
representatives from these NGOs did not provide input into this study since staff 
members familiar with PFA QI team activities had moved on or were not available at the 
time of the study. Thus, the findings may not necessarily reflect the views of all PFA 
partners. Future research to assess QI efforts in resource-poor settings should include the 
views of NGOs to help health practitioners know how best to partner with these NGOs to 
advance and sustain QI efforts. 
Another limitation worth noting is social desirability bias. It is possible that 
responses from improvement advisors and QI teams could have been distorted by their 
reluctance to express their true feelings. For example, project officers and change agents 
might have been reluctant to express their accurate feelings regarding the performance of 
the teams they coached if the main reasons the teams did not do well was due to poor 
coaching. QI teams and community members might also have been reluctant to express 
their true feelings about poor coaching, support, and service delivery for fear that 
negative assessments of supervisors and providers could come back to haunt them. To 
address these concerns, the PI worked with improvement advisors and community leaders 
to identify and hire data collectors that have a positive track record in ensuring 
confidentiality and the protection of study participant identity. 
Finally, there are also limitations on transferability of the results to other settings. 
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Some factors contributing to success in the QI process are context-bound, thereby 
decreasing the possibility to transfer these findings to wider contexts. For instance, the 
study showed that midwives who were committed, internally motivated, and willing to 
use their own funds to procure and sustain incentive packages for clients, facilitated 
success in the QI process and attracted women to deliver at their facilities. These 
characteristics of the midwives could have been shaped by the fact that they were largely 
working in faith based health centers and clinics. Deeper analysis of the factors affecting 
QI team performance in each context is required in order to make the findings applicable 
to other settings. Furthermore, future research should include midwives working in both 
faith and non-faith based facilities to better understand differences in midwife motivation 
to help their teams succeed in improving MCH service delivery.  
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10. CONCLUSION 
PFA’s four-year experience in northern Ghana suggests that using IHI’s Breakthrough 
Series Collaborative, guided by client-centered principles and the improvement model to 
test changes, can be successful in improving MCH service delivery in resource-poor 
settings. This study found that some basic minimum resources including human 
resources, equipment, and other supplies are required to set up QI teams to successfully 
deliver MCH services to clients. In general, to be successful in resource-poor setting QI 
teams, using an improvement model and guided by client-centered principles, require 
trained health facility staff led by a midwife, supportive community change agents 
assisting in engaging and mobilizing community members, and an incentive package to 
motivate community health workers and clients. Both high and low QI teams were not 
disproportionately affected by facilitating and inhibiting factors. However, what 
differentiated a high performing team from a low performing one was the presence of a 
committed midwife providing leadership at the sub-district level, and the ability of the 
team to identify, engage, and utilize committed community change agents to support 
social mobilization efforts and tackle cultural barriers to the uptake of MCH services. 
QI teams and improvement advisors felt that the departure of PFA that shaped 
team success is threatening the sustainability of QI efforts in northern Ghana. For 
instance, after PFA ended, there has been a reduction in the expected number of coaching 
and supervisory visits from change agents, and delays in organizing learning sessions that 
provided the platform for collaborative learning and sharing of ideas. Consequently, new 
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providers lacked the necessary training, coaching, and mentoring opportunities that are 
crucial for incoming staff to learn, practice, and innovate. 
142 
 
 
11. APPENDICES 
APPENDIX I 
Core  Interview Guide for all study participants 
Introduction  
Thank you very much for taking time to talk with me today.  I am interested in learning about 
the factors affecting PFA QI team success/failure in MCH service delivery, the spread of best 
practices and how these practices are sustained over time.  I would like to record this interview 
so that I can save time; and take notes so I can follow up on important things you say during the 
interview.  Feel free to speak openly as your name and what you say will be kept strictly 
confidential.  Do you have any questions before we get started?   
QUALITATIVE EVALUATION OF PROJECT FIVES ALIVE! 
 
Date of interview:                 (day)                 (month)                  (year) 
 
 
INSTITUTION INFORMATION 
 
NAME OF INSTITUTION ____________________________________________________ 
  
HEALTH UNIT/DIVISION ____________________________________________________ 
 
 
REGION__________________________________________________________________ 
 
PARTICIPANT SOCIO-DEMOGRAPHIC INFORMATION 
AGE: _______________ 
 
SEX: ____________________________________________________________________ 
 
JOB Position: ______________________________________ _______________________ 
 
HIGHEST LEVEL OF EDUCATION:______________________________________________ 
 
PROFFESIONAL TRAINING: ___________________________________________________ 
 
 
Background/Context  
1. Tell me about the Project Fives Alive! initiative here in this facility/district/region. 
 
Probes: How is your facility/institution involved in Project Fives Alive? 
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2. How long have you been involved in Project Fives Alive! Work in this sub-
district/district/region?  
How are you involved? 
PDSA implementation (Ask QI teams only) 
Now I would like to learn more about your PDSA implementation. 
 
3. How many PDSA cycles has the team implemented in the past 
12 months?  
4. Can you give one example of a recent PDSA cycle?  
5. What have been the barriers to implementing PDSA cycles? 
6. How might these barriers be overcome? 
 
Success and failure of QI teams 
Now I would like to learn more about factors influencing QI team success and failure in 
Maternal and Child Health service delivery in this region 
 
7. In your opinion, what do you think are the contributions of QI teams to the MCH service 
delivery in this sub-district /district/region?  
 
Probe: improved MCH service delivery, improved MCH indicators, introduction of best 
practices 
8. What factors are associated with successful QI teams in MCH service delivery in this 
district/region?  
 
Probe: the role of:  
Leadership from top management 
QI team leadership  
Teams’ motivation to change 
Group cohesion 
Resources for QI (staff, finance, training) 
 
9. Give me an example of a major success that has been achieved by a team in this sub-
district /district/region.  
 
10. In your opinion, what do you think are the challenges or barriers for teams to apply QI 
methods to MCH service delivery in this district/region? 
 
Probe: lack of time or workload 
Lack of appreciation of QI or skepticism about the usefulness of QI 
Lack of understanding of QI 
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11. What is being done to address these challenges or barriers? 
Probe: QI team level,  
Coaches: Are there coaching systems in place for detecting and addressing 
challenges 
District and regional levels, 
 
Activities of Coaches or Improvement Advisors 
Now I would like to ask you about some of the activities and coaching activities that 
improvement advisors undertake 
 
12. What do you think are the roles of a change agent when it comes to QI work in this 
region? 
 
Probe:  support and coach district change agents 
 
  Support and coach of QI teams,  
 
                   Act as a liaison between the team and top management/PFA 
 
                   Facilitate Learning sessions 
 
                   Facilitate quarterly review meetings  
 
13. How do you assess current performance of change agents against these roles? 
 
14. What are the factors associated with district change agents’ success in coaching and 
supporting QI teams in this district? How about the project officers?  
 
Probe:  Change agents’ motivation to change 
QI teams’ appreciation of change agents’ coaching and support  
Resources for coaching (funds, vehicles, incentives) 
 
15. What are the challenges or barriers for district change agents to coach and support QI 
teams in this district? How about the project officers? 
 
16. What systems should be in place to make sure that change agents continue to be able to 
carry out their work? 
 
The spread of QI best practices 
I would like to learn about factors and barriers that are associated with the spread of QI best 
practices or innovations in Northern Ghana 
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17. Tell me about some of the QI best practices that have been exchanged among teams in 
this region. How about across regions in Northern Ghana?  
 
Tell me about a specific best practice or innovation that has spread among teams within 
this region or across regions in Northern Ghana  
 
Probe: What do you think facilitates the spread of QI best practices among QI teams 
within this region? How about across regions in Northern Ghana?  
 
How do project officers and change agents contribute to the spread? 
 
QI teams? 
 
Learning sessions? How can sharing of best practices be improved at learning 
sessions? 
 
18. Tell me about challenges or barriers that inhibit the spread of QI best practices from 
innovative teams to other teams in this region or across regions 
 
How might these be overcome? 
External support for QI efforts  
19. Who are some of the key stakeholders influencing project Fives Alive QI efforts in this 
district/region? 
 
Probe: Governmental, non-governmental, community 
 
20. What areas can key stakeholders assist in facilitating the adoption and spread of QI best 
practices in this district/region? How about across regions? 
 
Probe: Can you give me an example of how one of these stakeholders has or could 
influence the adoption and spread of best practices? 
 
21. What have been the barriers to stakeholders supporting QI efforts in Northern Ghana? 
 
Sustainability of QI efforts and best practices 
22. What are some of the main best practices that are associated with the introduction of 
PFA QI application in this district/region? 
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23. Which best practices do you want to see sustained and integrated into MCH service 
delivery? 
 
24. What measures are being put in place by stakeholders to ensure sustained QI methods 
application in Northern Ghana when PFA support ends? 
 
25. Probe: team level, Project Fives Alive, partner institutions, community members Is the 
sustainability of QI methods likely to be different in faith-based and Ghana Health 
Service facilities when PFA support ends? 
 
Is there anything else you would like to add?   
Closing words & Thanks 
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APPENDIX II 
Key Informant  Interview Guide  
Introduction  
Thank you very much for taking time to talk with me today.  I am interested in learning about 
the factors affecting PFA QI team success/failure in MCH service delivery, the spread of best 
practices and how these practices are sustained over time.  I would like to record this interview 
so that I can save time; and take notes so I can follow up on important things you say during the 
interview.  Feel free to speak openly as your name and what you say will be kept strictly 
confidential.  Do you have any questions before we get started?   
QUALITATIVE EVALUATION OF PROJECT FIVES ALIVE! 
 
Date of interview:                 (day)                 (month)                  (year) 
 
 
INSTITUTION INFORMATION 
 
NAME OF INSTITUTION ____________________________________________________ 
  
HEALTH UNIT/DIVISION ____________________________________________________ 
 
 
REGION__________________________________________________________________ 
 
PARTICIPANT SOCIO-DEMOGRAPHIC INFORMATION 
AGE: _______________ 
 
SEX: ____________________________________________________________________ 
 
JOB Position: ______________________________________ _______________________ 
 
HIGHEST LEVEL OF EDUCATION:______________________________________________ 
 
PROFFESIONAL TRAINING: ___________________________________________________ 
 
 
Target Key Informants:  
- Health directors and Focal persons – district health directors, PFA regional and district 
focal persons  
- PFA staff - Project Director and Officers 
- Stakeholder Institutions: field technical staff involved in PFA activities 
 
 
 
148 
PFA Project Staff 
PFA Project Officers 
Now I would like to ask you about some of the systems that should be in place to make sure 
that Change Agents are able to carry out their coaching work when PFA project officers are 
phased out. 
 
1. Have you identified key coaching areas that Change Agents will find challenging to 
carry out when support from PFA project officers end? Tell me about some of these 
key areas 
 
2. Have you communicated or met with someone to discuss some of the challenges that 
Change Agents will face when PFA project offices are phased out?  
 
Give me an example of such a meeting and what you discussed 
 
3. What systems would you like to see put in place to ensure that Change Agents are 
able to do their work when project officers are phased out of coaching and supporting 
QI teams? 
 
PFA Project Director 
I would like to ask you about some of the specific steps being taken by PFA to ensure that QI 
efforts are sustained over time after PFA support ends. 
 
4. Have you identified key QI activities that districts will find challenging to carry out 
when support from PFA ends? Tell me about some of these key activities 
 
5. Have you met with someone to discuss funding/support tied to sustaining QI efforts in 
Northern Ghana when PFA support ends?  
 
Give me an example of a meeting to discuss ways to sustain QI efforts beyond PFA 
support. 
 
Probe: funding applications submitted as part of efforts to sustain QI efforts when PFA 
support ends. 
District Directors and Focal Persons 
Change Agents: Regional and District Focal Persons 
I would like to ask you about some of the specific coaching activities that you undertake as 
Change Agent for PFA QI activities.  
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6. Tell me about the last time you contacted one of your QI teams.  What did you discuss 
in relation to QI activities? 
Probe: 
- What kind of support did you give?  
 
- Do you think you could have supported the team more than you were able to 
do? 
- Tell me about other support you would like to give to this or other teams that 
you are unable to do?  
7. Are there other coaching activities that you would like to carry out that you are unable 
to carry out now? 
 
8. What should be done to enable you carry them out? 
 
9. Have you identified key coaching areas that you will find challenging to carry out 
when support from PFA project officers end? 
 
How might these challenges be addressed? 
 
District Health Directors 
I would like to learn more about your views and the specific roles that the district health 
management team plays in quality improvement efforts going on in this district.   
 
 
10. How do you feel about the quality improvement efforts going on in this district? 
 
 
11. Tell me about improvements, if any,   that you have observed in MCH service delivery 
that is associated with the activities of Project Fives Alive! in this district  
 
Probes: What has Project Fives Alive done to improve the health of women and 
children?                
 
12. What are some of the people/organizations that you have talked with about the QI 
project in your district when seeking advice, assistance, or support? 
 
Probe: How is the community involved in Project Fives Alive? 
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 How are Non-governmental organizations (NGOs) involved? 
 
What are these stakeholders doing to advance QI efforts in this district? 
 
13. What systems has the district health management team (DHMT) put in place to 
support QI efforts in this district when Project Fives Alive support ends?  
Probes: mobilizing resources and engaging leadership of stakeholders for the work 
of 
 
QI teams    
 
Change Agents/Focal persons        
 
14. What will be the major challenges to keeping quality improvement going in this 
district when PFA support ends? 
 
How might these challenges be addressed? 
 
Stakeholders  
Field Technical Staff 
I would like to ask about the role of your institution in supporting QI efforts in Ghana 
 
15. What is your institution doing to advance QI efforts in Northern Ghana? 
 
16. Tell me about the last time you did something to advance QI efforts in Northern 
Ghana? 
 
17. Do you think you could have supported QI efforts more than you were able to do? 
 
Field Notes 
Describe the setting of the interview: 
 
 
 
 
 
Describe the participant: 
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Describe overall impressions: 
 
 
 
 
 
Describe conversations that occurred outside of the recorded portion: 
 
 
 
 
Other notes (use reverse side for more space): 
 
 
 
 
 
152 
APPENDIX III 
Focus Group Discussion  Interview Guide  
Introduction  
Thank you very much for taking time to talk with me today.  We are interested in learning about 
Project Fives Alive’s QI team activities that relates to MCH delivery in this community.  We 
would like to record this interview so that I can save time; and take notes so I can follow up on 
important things you say during the discussion.  Feel free to speak openly as your name and 
what you say will be kept strictly confidential.  Do you have any questions before we get 
started?   
QUALITATIVE EVALUATION OF PROJECT FIVES ALIVE! 
 
Date of interview:                 (day)                 (month)                  (year) 
 
 
 
INTERVIEWERS:              ____   _________________________________________ 
 
LOCATION:                                     Region                                                    Sub-district  
 
NAME OF COMMUNITY:______________________________________________ 
 
FOCUS GROUP DISCUSSION ___Men (   )____women (     ) 
 
PARTICIPANT SOCIO-DEMOGRAPHIC INFORMATION 
 
1)   Age:     2) Age:     3) Age: 
 Position:   Position:    Position: 
Occupation:     Occup:     Occup:  
  
Highest Education:    Highest Ed:    Highest Ed: 
 
 
4)   Age:     5)  Age:     6) Age: 
 Position:   Position:    Position: 
Occupation:     Occup:     Occup:  
  
Highest Education:    Highest Ed:    Highest Ed: 
 
7)   Age:     8)  Age:     9) Age: 
 Position:   Position:    Position: 
Occupation:     Occup:     Occup:  
  
Highest Education:    Highest Ed:    Highest Ed: 
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Background/Context  
1. Tell me about the Project Fives Alive! initiative here in this community/sub-district. 
 
Probes: How is your community involved in Project Fives Alive? 
  
2. How long has this community been involved in the work of Project Fives Alive! in this 
district?  
How are individual community members or this community involved? 
Success and failure of QI teams 
Now I would like to learn more about the contributions by PFA QI teams to Maternal and 
Child Health service delivery in this community? 
 
3. In your opinion, what do you think are the contributions of QI teams to the MCH service 
delivery in this community?  
 
Probe: changes in ANC service delivery 
Skilled delivery  
PNC service delivery  
4. What factors are associated with successful QI teams in MCH service delivery in this  
community?  
 
Probe: the role of:  
Women’s group 
Men’s group 
Community leaders (opinion leaders, chiefs, assembly members) 
Community health volunteers 
Teams’ motivation to change 
 
5. Give me an example of a major success that has been achieved by a team in this 
community.  
 
6. In your opinion, what do you think are the challenges or barriers for teams to apply QI 
methods to MCH service delivery in this community? 
 
Probe: lack of time or workload 
 Poor response from community members 
 
7. What is being done to address these challenges or barriers in this community? 
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Sustainability of QI efforts and best practices 
8. Who are some of the key stakeholders influencing project Fives Alive QI efforts in this 
community? 
 
9. What are some of the main changes in MCH service delivery that are associated with the 
introduction of PFA QI application in this community? 
 
10. Which changes  do you want to see sustained and integrated into MCH service delivery? 
 
11. What measures are being put in place by this community to ensure that QI teams 
continue to deliver these changes to improve the health of community members? 
 
 
 
Is there anything else you would like to add?  Do you have any questions? 
 
Closing words & Thanks 
Field Notes 
Describe the setting of the interview: 
 
 
 
 
Describe the participants: 
 
 
 
 
Describe overall impressions: 
 
 
 
 
Describe conversations that occurred outside of the recorded portion: 
 
 
 
 
Other notes (use reverse side for more space): 
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APPENDIX IV 
 
Individual Fieldwork Post-Interview Debriefing Form 
Purpose of form: To help the research field team document key Ideas, themes, and findings from 
each day of fieldwork  
 
 
Date of interview:                 (day)                 (month)                  (year) 
 
Interviewers:          ____   ____________ 
 
LOCATION:  Region____________________ District                              ________ 
Sub-district_________________ 
 
Case Study #: 
 
QI TEAM: ___ Leader (   )___Senior (   )_________Junior (     )________ 
 
IMPROVEMENT ADVISORS: District coach (  )_____Regional Coach (  )_________ 
Project Officer (     )________ 
DIRECTORS: ___ District Health (   )___PFA (   )_________ 
 
STAKEHOLDER INSTITUTIONS: ___ Field Technical Staff (   ) 
 
Age:  
 
Position :   
 
Professional training: 
 
Highest education:  
 
Name of Name of QI team/Institution: 
 
 
 
Individual Interviews 
Key Themes: 
 
What themes/topics emerged from talking about PFA in the district/region can inform the 
design and implementation of FPA activities? 
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What themes/topics are being repeated from previous individual interviews?   
 
 
 
 
 
 
 
 
 
What was surprising or stood out about fieldwork today? 
 
 
 
 
 
General factors affecting QI teams success  
 
 
 
General factors affecting QI teams QI team failure  
Main best practices spreading within regions  
Factors facilitating and preventing the spread of best 
practices within regions 
 
 
 
 
Main best practices spreading across regions  
 
 
 
Factors facilitating and preventing the spread of best 
practices across regions 
 
 
 
 
General  factors facilitating the spread of best 
practices 
 
 
 
 
157 
General  factors hindering the spread of best practices  
What role o learning sessions resulting in cross 
fertilization of change ideas?  
 
 
 
 
What role do coaches play in the spread of best 
practices? 
 
To what extent do coaches assist in the spread of best 
practices  
 
  
What key best practices are being sustained  
Which best practices do stakeholders want to see 
sustained? 
 
What is being done at the team level to sustain these 
best practices? 
 
What is being done at the district level to sustain 
these best practices? 
 
What is being done at the regional level to sustain 
these best practices? 
 
What is being done at the stakeholder institution 
level to sustain these best practices? 
 
What is being done at the community level to sustain 
these best practices? 
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Is the sustainability of QI methods likely to be different 
in NCHS and GHS facilities PFA support ends? 
 
  
Success that relates to ANC service delivery   
 
 
 
 
Failure that relates to ANC service delivery  
Success that relates to skilled delivery   
 
 
 
 
Failure that relates to skilled delivery  
Success that relates to PNC service delivery  
Failure that relates to PNC service delivery  
  
Suggestions  
 
 
 
 
 
Additional Information   
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APPENDIX V 
 
FGD Fieldwork Post-Interview Debriefing Form 
Purpose of form: To help the research field team document key Ideas, themes, and findings from 
each day of fieldwork  
QUALITATIVE EVALUATION OF PROJECT FIVES ALIVE! 
 
Date of interview:                 (day)                 (month)                  (year) 
 
 
 
INTERVIEWERS:              ____   _________________________________________ 
 
LOCATION:                                     Region                                                    Sub-district  
 
NAME OF COMMUNITY:______________________________________________ 
 
FOCUS GROUP DISCUSSION ___Men (   )____women (     ) 
 
PARTICIPANT SOCIO-DEMOGRAPHIC INFORMATION 
 
1)   Age:     2) Age:     3) Age: 
 Position:   Position:    Position: 
Occupation:     Occup:     Occup:  
  
Highest Education:    Highest Ed:    Highest Ed: 
 
 
4)   Age:     5)  Age:     6) Age: 
 Position:   Position:    Position: 
Occupation:     Occup:     Occup:  
  
Highest Education:    Highest Ed:    Highest Ed: 
 
7)   Age:     8)  Age:     9) Age: 
 Position:   Position:    Position: 
Occupation:     Occup:     Occup:  
  
Highest Education:    Highest Ed:    Highest Ed: 
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Focus Group Discussions 
Key Themes: 
 
What themes/topics emerged from talking about PFA in the community can inform continuous 
design and implementation of QI team activities? 
 
 
 
 
 
 
 
What key themes/topics are being repeated from previous FGDs?   
 
 
 
 
 
 
 
 
What was surprising or stood out about fieldwork today? 
 
 
 
 
 
 
General contributions made by PFA teams to 
the improvement of MCH service delivery in 
the community 
 
 
 
 
Specific examples of improvements in MCH 
service delivery that have been achieved by  
team teams in the community 
 
General challenges or barriers to QI application 
to MCH service delivery in the community 
 
Examples of measures in place to address 
these challenges or barriers in this community 
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QI team successes that relates to ANC service 
delivery 
 
Challenges faced by QI team that relate to ANC 
service delivery 
 
QI team successes that relate to skilled 
delivery  
 
 
Challenges faced by QI team that relate to 
skilled delivery 
 
QI team successes that relate to PNC service 
delivery 
 
Challenges faced by QI team that relate to PNC 
service delivery 
 
  
Key stakeholders influencing project Fives Alive 
QI efforts in the community 
 
Changes community members want to see 
sustained and integrated into MCH service 
delivery 
 
Measures are being put in place by this 
community to ensure that these changes are 
long term 
 
  
Suggestions  
 
Additional Information   
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12. ABBREVIATED TITLES IN CITATIONS  
 
Acad. Med. ……………… Academic Medicine 
 
Acta Trop. ………………. Acta Tropica 
 
Am. J. Clin. Nutr. ………… American Journal of Clinical Nutrition 
 
Am. J. Med. Qual. ……….. American Journal of Medical Quality 
 
Annu. Rev. Public Health… Annual Review of Public Health 
Ann. Fam. Med. ………… Annals of Family Medicine 
Birth……………………. Birth (Berkeley, Calif.)  
BJOG…………………… BJOG: An International Journal of Obstetrics and 
Gynaecology  
 
BMC Health Serv. Res……. BMC Health Services Research 
Bull World Heal. Organ. …. Bulletin of the World Health Organization 
Br. Med. J………………... BMJ: British Medical Journal 
BMJ Qual Saf…………… British Medical Journal of Quality and Safety Health Care 
CMAJ……………………. Canadian Medical Association Journal = Journal de 
l’Association Medicale Canadienne 
 
Cochrane Database Syst Rev Cochrane Database of Systematic Reviews 
 
Couns. Psychol. Q. .……… Counselling Psychology Quarterly 
 
Crit. Care Clin. …………… Critical Care Clinics  
Educ. Health (Abingdon). … Education for Health (Abingdon, England) 
Ethiop. J. Heal. Dev. ……… Ethiopian Journal of Health Development 
Eur. J. Gen. Pract ………… European Journal of General Practice 
Ghana Med. J. …………… Ghana Medical Journal 
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Healthc. Policy…………… Healthcare Policy = Politiques de sante 
Health Promot. Int. ……… Health Promotion International  
Hum. Resour. Health …….. Human Resources for Health 
Implement. Sci….……….. Implementation Science  
Int. Arch. Med ….……….. International Archives of Medicine 
Int. J. Equity Health………. International Journal for Equity in Health  
Int. J. Gynecol. Obstet….. International Journal of Gynecology and Obstetrics 
Int. J. Health Plann.  
Manage………………….. International Journal of Health Planning and Management 
 
Int. J. Qual. Health Care… International Journal for Quality in Health Care 
J. Appl. Behav. Sci.………... Journal of Applied Behavioral Science 
 
J. Clin. Epidemiol. ………. Journal of Clinical Epidemiology 
 
J Ethnobiol Ethnomed…… Journal of Ethnobiology and Ethnomedicine 
 
J. Low. Genit. Tract Dis. … Journal of Lower Genital Tract Disease  
 
Jt. Comm. J. Qual. Improv.. Joint Commission Journal on Quality Improvement 
 
Jt. Comm. J. Qual. Saf…… Joint Commission Journal on Quality and Safety 
 
J. Manage. ………………. Journal of Management 
 
J. Nurs. Manag. ………… Journal of Nursing Management 
 
Malar. J. …………………. Malaria Journal 
 
Med. Care ………………. Medical Care 
 
Milbank Q……………… Milbank Quarterly  
 
N. Engl. J. Med………….. New England Journal of Medicine  
 
Paediatr. Perinat.  
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Epidemiol……………….. Paediatric and Perinatal Epidemiology 
 
Perspect Physician Assist  
Educ………………………    Perspective on Physician Assistant Education 
 
PLoS One………………… PloS One (electronic resources) 
 
Prog Community Health 
Partnersh …………….….. Progress in Community Health Partnerships: Research 
Education and Action 
 
Qual Lett Healthc Lead……. Quality Letter for Healthcare Leaders  
Qual.Manag.Health Care…. Quality Management in Health Care 
Qual. Rep. …………….….. Qualitative Report (Online) 
Qual. Saf. Heal. care…….. Quality and Safety in Health Care 
Soc. Sci. Med. ………..….. Social Science & Medicine (1982) 
Stud. Fam. Plann. …….…. Studies in Family Planning  
Trop. Med. Int. Health….... Tropical Medicine & International Health 
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